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wherever stapny.ococc! PRESENT A PROBLEN 


CHLOROMYCETIN 


Increased incidence of staphylococcal infections has been reported for Europe, Britain, 
Australia, New Zealand, and the Americas.!> World-wide reports indicate that many strains 





responsible for these infections are resistant to commonly used antibiotics.!>*-"* However, 
this ubiquitous pathogen, according to studies from Germany,® Canada, Uganda,!° New 
Zealand,'! England,!? and the United States,!>'4 remains sensitive to CHLOROMYCE'IN. 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapsvals 
of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been assoc ated 


» as 


with its administration, it should not be used indiscriminately or for minor infections. Furthermo 
with certain other drugs, adequate blood studies should be made when the patient requires prolong-d 01 
intermittent therapy. 

REFERENCES: (1) Smith, I. M.: Staphylococcal Infections, Chicago, Year Book Publishers, Inc., 1958, p. 21. (2) Pryles, C. V.: Pediatrics 
21:609, 1958. (3) Monro, J. A., & Markham, N. PB: Lancet 2:186, 1958. (4) Purser, B. N.: M. J. Australia 2:441, 1958. (5) W) liams, 
R. E. O., in National Conference on Hospital-Acquired Staphylococcal Disease, Sept. 15-17, 1958, Atlanta, Georgia, U.S Dept 
Health, Education, and Welfare, Communicable Disease Center, 1958, p. 11. (6) Rountree, PR. M., & Beard, M. A.: M. J. Australia 2:78%, 
1958. (7) Mudd, S.: J.A.M.A. 166:1177, 1958. (8) Fischer, H. G.: Deutsche med. Wehnschr, 84:257, 1959. (9) Royer, A., in We'ch, H. 
& Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. (10) Hennessey, R. $. F. & 
Miles, R. A.: Brit. M. J. 2:893, 1958. (11) Markham, N. PB, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (12) Oswald, N. © 
Shooter, R. A., & Curwen, M. P: Brit. M. J. 2:1305, 1958. (13) Suter, L. S., & Ulrich, E. W.: Antibiotics & Chemother. 9:38, 195%. 
(14) Borchardt, K. A.: Antibiotics © Chemother. 8:564, 1958. 
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CONGENITAL UNILATERAL MULTICYSTIC KIDNEY 


DISEASE IN INFANCY 
C. W. Kurtz, M.D.*, and W. L. Valk, M.D.** 


W ITH THE aid of modern urological investi- 
gation, the average case of cystic disease of the 
kidneys is now easily recognized. The incidence 
as seen in infancy, however, remains far less 
common than one sees in adult life. The clinical 
features and diagnosis of congenital bilateral 
polycystic kidneys are well known; however, uni- 
lateral congenital multicystic kidneys in infants 
offer a greater diagnostic problem. Often they 
are identified only after exploration and then be- 
cause of their multicystic nature are mis-de- 
scribed as “polycystic kidneys.” Aside from the 
unilateral occurrence of the multicystic kidney, 
there are other anatomical features which would 
seem to justify its separation in classification 
from the more commonly recognized congenital 
polycystic kidneys. Four cases presented here 
show a strikingly similar clinical picture and are 
reported to further emphasize the anatomical 
differences between the relatively rare unilateral 
multicystic kidney and the better known con- 
genital polycystic kidney, be it bilateral or uni- 
lateral. 

Since the term, “unilateral multicystic kidney” 
was proposed in 1936 by Schwartz,(1) some 21 
cases have been reported. Spence reviewed the 
literature and presented four cases of his own in 
1955. Other authors(3-11) have made reference 
to its occurrence. 


” OPescent address: 550 W. Thomas Road, Phoenix, Ariz. 
®°From The Urology Section, Department of Surgery, Univer- 
sity of Kansas Medical Center, Kansas City, 12, Kan. 
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Various theories have been given to explain 
the etilogic causes of cystic changes in the kid- 
neys. All have their points of acceptability. Of 
importance clinically is the fact that unilateral 
multicystic kidney disease is a congenital lesion 
on the basis of fetal maldevelopment without 
hereditary factors. Upon recognition of its gross 
characteristics, one may render a hopeful prog- 
nosis as to the future status of the remaining kid- 
ney. This is not the case in congenital polycystic 
kidney disease where bilateral involvement is the 
rule, if not initially, at least ultimately. 

The classification of renal cysts as proposed 
by Braash and Hendrick( 14) in 1944 (Table 1) 
seems well accepted. Unilateral multicystic kid- 
neys are a subdivision of simple cysts of the kid- 
neys of congenital rather than acquired nature. 
Other varieties of simple type, solitary and mul- 
tilocular cysts, are readily recognized from their 
gross appearance. Some confusion has arisen, 
however, in misuse of the descriptive term, 
“polycystic” by both clinician and pathologist to 
describe kidneys where more than one cyst is 
present. Although microscopically differentia- 
tion is often obscure if not impossible, the ana- 
tomical features along with clinical considera- 
tion of hereditary factors, bilaterality, and ulti- 
mately fatal outcome of the true congenital poly- 
cystic kidney clearly separate it from the uni- 
lateral multicystic kidney. These differences are 
summarized in Table II. 
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TABLE | 


Classification of renal cysts as proposed by 
Braash and Hendrick 


1. Retention or inflamatory cysts 


to 


. Simple cysts, single, multiple, multilocular 
and hemorrhagic 

3. Peripelvic ( pyelogenic cysts ) 

4. Parapelvic 

5. Cysts secondary to renal pathological 

changes (calculus, Tbe, phelonephritis ) 


6. Polycystic kidneys 


Clinically, the presenting complaint and diag- 
nostic problem is one of a palpable unilateral 
abdominal mass. The mass is usually asympto- 
matic and occurs in an otherwise healthy ap- 
pearing infant. Urinalysis and other laboratory 
studies are usually normal. A soft tissue mass is 
evident on roentgenogram of the abdomen. Ex- 
cretory urography shows a non-functioning kid- 
ney on the involved side and a normal appear- 
ing kidney on the opposite side. Cystoscopy and 
retrograde study, when done, have revealed ei- 
ther an absence of the ureteral orifice on the side 
involved, or an abnormally small orifice with a 
blind termination below the uretero-pelvic junc- 
tion. 

After urological study is complete, a pre-op- 
erative diagnosis of hydronephrosis or Wilms’s 
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tumor is most commonly made. In the presence 
of a normal kidney on the opposite side, surgical 
exploration is indicated and need not be delayed. 
Both the transperitoneal and flank approach are 
satisfactory. The former is preferable since ade- 
quate examination of the opposite kidney can 
readily be performed and one has earlier access 
to the renal pedicle should tumor be found. 
Nephrectomy is performed where a unilateral 
multicystic kidney is found. 


Cases 
CASE # 1 


#46-832. A newborn white female of a full 
term and normal pregnancy, weighed 3,535 gms. 
At birth, right abdominal distension with dull- 
ness was noted. A large freely movable right 
abdominal mass was present. A tentative diag- 
nosis of hydronephrosis or Wilms’s tumor was 
made. 


Laboratory studies were within normal limits. 
Excretory urograms (Fig. IA) showed a normal 
left kidney and non-visualization of the right 
kidney. At one week of age, cystoscopy and ret- 
rograde pyelograms were attempted. Both ure- 
teral orifices appeared normal. Attempts to pass 
a ureteral catheter up the right side were unsuc- 
cessful. The left retrograde showed a normal ap- 
pearing kidney. 

Surgical exploration was advised and a large 


TABLE Il 


Congenital, Unilateral 
Multicystic Kidney 
Negative 


Family History 


Congenital 
Polycystic Kidney 
Positive in infants in 
37 per cent of cases (15-16) 


Congenital Yes, fetal maldevelopment Yes, genetic factor 

Extent Unilateral Almost always bilateral 

Age Neonatal to two years Only 3 per cent under nine years of 
age 

Prognosis Good Ultimately fatal 

Associated anomalies Rare Frequent 


Gross features 
of variable size; no 


recognizable gross kidney 
tissue; ureter frequently 


Kidney replaced by cysts 


Kidney is sponge-like 
with cysts of uniform 
size; reniform contour 
and calyceal pattern 


rudimentary. retained; ureter normal. 
IVP Non-function on involved — function depending on 
side extent of renal damage 


Laboratory Negative usually 


— albuminuria, — elevated 
BUN, —.hypertension, — 
hematuria 
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multicystic mass (Fig. IB) was present in the 
right retroperitoneal area. The ureter was thread- 
like in size and without a lumen beyond the ure- 
tero-pelvic junction. A nephrectomy was per- 
formed and the patient was discharged in good 
health on the 10th postoperative day. 

The pathology report of the mass stated it to 
measure 1] x 6.5 x 3 cms. and weigh 120 gms. 
The.lobules were transparent and contained 
straw colored fluid. Microscopically (Fig. IC) 
the cysts were composed of “dense fibrinous tis- 
sue with dilated spaces lined by cuboidal epi- 
thelium. Continuity of renal tissue was distorted. 
Glomerular and tubular structures were seen, 
but were grossly distorted.” 


hq Lord 
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CASE # 2 


# 48-4955. A white infant boy, the second of 
twins, born prematurely, weighed 2,110 gms. He 
expired 48 hours after birth following a period 
of acute respiratory difficulty. There was no clin- 
ical suspicion of other abnormalities. 

Physical examination at birth was normal ex- 
cept for mild abdominal distention. Laboratory 
studies were essentially normal. At autopsy the 








Fig. 1B. Gross specimen showing multiple cysts of varying size. 
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Fig. 1A. Excretory urogram showing large right abdominal mass Fig. 1C. Low power microscopic view of tissue in area of 
with non-function of right kidney. Left kidney appears normal. hilum showing distorted glomeruli and tubular structures. 
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right kidney weighed 100 gms and measured 8 x 
7 x 6 cms. It was composed entirely of a large 
multicystic mass grossly. A small amount of 
grayish brown tissue seen near the hilum repre- 
sented all that was left of the renal architecture. 
Abnormal glomeruli and tubular structures were 
seen microscopically from tissue of this area. The 
left kidney was entirely normal. 


CASE # 3 

# 53-9103. A white female infant, age seven 
weeks, was admitted to the University of Kan- 
sas Medical Center because of a palpable mass 
in the right mid-abdomen. The mass was first 
noted at one week of age. The infant’s general 
health and feeding habits were normal, and she 
was asymptomatic. The mass measured approxi- 
mately 6 x 8 cms. in diameter, was non-tender 
and easily movable. 

Laboratory findings were within normal lim- 
its. A flat plate film of the abdomen demonstra- 
ted a right abdominal mass with displacement 
of the bowel shadows to the left. Excretory uro- 
grams revealed a non-functioning right kidney 
and a normal appearing left kidney. At cysto- 
scopy, the right ureteral orifice could not be 
identified. The clinical impression was hydrone- 
phrosis. Exploration was advised and the kidney 
approached through a right subcostal incision. 
A large multicystic mass found in the retroperi- 
toneal area was removed. There was no recog- 
nizable kidney, pelvis or ureter. The left kidney 
was palpated and felt to be normal in size and 
position. The postoperative course was unevent- 
ful and the patient was discharged on the 10th 
postoperative day. 

The pathology report of the specimen revealed 
the mass to weigh 51 gms. with multicystic 
masses measuring from .5 to 4 cms. diameter 
and containing clear fluid. No gross kidney tis- 
sue was recognizable although two small areas 
of solid consistency were noted. Sections through 
this solid area showed islands of cortical tissue 
with glomeruli and tubules. The cystic spaces 
were lined by low columnar and cuboidal epi- 
thelium. 


CASE # 4 

# 58-1011. A two-month old white male was 
admitted to the University of Kansas Medical 
Center because of a mass in the right abdomen 
which had been found on routine physical exam- 
ination. His general health was good. 
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Laboratory studies were within norinal limits. 
Excretory urograms (Fig. IIA) showed a normal 
appearing left kidney and a_ non-functioning 
right kidney. At cystoscopy a very small right 
ureteral orifice was seen. All attempts to cathe- 
terize the right ureter met with obstruction at 2 
cms. 

Surgical exploration was advised. Using a 
transperitoneal approach a large multicystic 
mass (Fig. IIB) was found in the right retro- 
peritoneal area and removed. The ureter be- 
came thread-like approximately 3 cm. inferior 
to the kidney pelvis. Palpation of left kidney 
revealed it to be of normal size and consistency. 
The patient recovered and was discharged on 
the 10th postoperative day. 

The gross specimen consisted of multiple cysts 
varying in size from 1 cm. to 6 cm. and con- 
taining clear fluid. Microscopically (Fig. IC) 
areas of atypical glomeruli and tubuli forma- 
tion were seen in the area of the hilum of the 
kidney. 

In three of the four presented cases, the diag- 
nosis of hydronephrosis or Wilms’s tumor has 


~~ 
Fig. 2A. Excretory urogram showing normal left kidney, non- 
functioning right kidney with right abdominal mass. 
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Fig. 2B. Gross specimen showing large multicystic mass. 





Fig. 2C. Low power microscopic view through tissue in area 
of hilum showing abnormal glomerular and tubular structures. 
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been made preoperatively. One case was found 
at autopsy. The gross appearance of the multi- 
cystic kidney in all four incidences was very 
similar with the kidney being replaced by cysts 
of variable size. No recognizable kidney paren- 
chyma was noted grossly although miscroscopic- 
ally all had glomerular and tubular structures 
which appeared embryonic or greatly distorted. 
The abnormality was unilateral in all four cases. 


Summary 

Unilateral multicystic kidney disease is a con- 
genital defect in fetal development and not on 
a hereditary basis. The gross anatomical features, 
its unilaterality and good prognosis serve to 
differentiate it from the more commonly known 
congenital polycystic kidney. The entity should 
be considered in the differential diagnosis of ab- 
dominal masses in infancy. Excretory urograms 
show a non-functioning kidney on the involved 
side with a normal contralateral kidney. Ure- 
teral abnormalities are very frequently associa- 
ted with it. Nephrectomy is the treatment of 
choice and the prognosis is good. Four cases are 
presented. 
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OVARIAN BRENNER TUMOR, A CASE REPORT 


Edwin A. Busse, M.D., Raymond F. Bock, M.D. 


Tucson, Ariz. 


Bonacoseanc3) has listed a number of terms 
applied, at different times, to the relatively 
common lesion which is now usually called 
the Brenner tumor. Some of these terms are 
“solid ovarian tumor,” “fibroepithelioma,” 
“oophormoa folliculare,” “oophoroma,” and 
“fibroma ovarii adenocysticum.” The term “solid 
ovarian tumor” is probably the oldest and a relic 
of that period when benign and malignant 
tumors of epithelial and non-epithelial cell types 
were “lumped.” 


According to Geist(2), the lesion now termed 
Brenner tumor was first described by Orthman 
who classified it as a “fibroepithelioma.” It was 
first described as an entity by Brenner(3) in 
1907; he considered the lesion an ovarian follicle 
tumor and called it “oophoroma folliculare.” 
There is, even now, no certainty regarding the 
genesis of the lesion. 


The idea advanced by Meyer(4), that the 
tumor arises from the cell rests of Walthard, 
has gained acceptance by most students of the 
problem. Shiller(5) and Fox(6) have suggested 
that the tumor may arise from the mesonephron 
remnants commonly found in the rete. The fact 
that the Brenner tumor is rather frequently 
made up partially of simple tall columnar ep- 
ithelium of mucinous type (the pattern, in cer- 
tain regions, essentially duplicating that of 
pseudomucinous cystadenoma ) lends support to 
the concept of Jondahl, Dockerty, and Ran- 
dall(7) that it may represent one-sided develop- 
ment of a teratoma. 

The Brenner tumor is usually completely un- 
associated with any clinically detectable en- 
docrine effect, however, evidences of hormone 
production have been described by Selye(8). 

The diagnosis cannot be made pre-operatively. 
The findings at the operating table are not 
diagnostic. The diagnosis can be accomplished 
only following histologic study of the excised 
tumor. 


The following is a case report of a Brenner 
tumor which was found in a 62-year-old white 
woman who came in with a chief complaint 


of a pink vaginal discharge of one month's dura- 
tion. 
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Brenner Tumor 


The patient’s past history included an ap- 
pendectomy in 1927, and a T&A in 1920. Two 
of her sisters were diabetics. One raises the 
question whether incidence of Brenner tumor 
is higher in diabetics. 

There was moderate obesity, however, there 
were no signs of virilization. Hydrothorax was 
not noted and acites was not present. The ex- 
ternal genitalia were normal, however, a large 
mass about 20 cm. in diameter was noted in 
the left adnexa. 

Routine CBS, sedimentation rate, and urinaly- 
sis were within normal limits. A non-fasting 
blood sugar was 115 mg. per cent. The Aschheim- 
Zondek test was negative. Pre-operative barium 
enema and upper GI series were also reported 
to be within normal limits. A cholecystogram 
revealed a solitary gall stone in a normally 
functioning gall bladder. 

The pre-operative clinical diagnosis was 
“pelvic tumor, probable large fibroid tumor of 
the uterus.” 

Elective surgery for the removal of the tumor 
was performed by Dr. Raymond F. Bock. Under 
spinal anesthesia, a suprapubic midline incision 
was done through the skin and subcutaneous 
tissue. The fascia was opened, the rectus muscle 
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retracted, and the peritoneum opened. Explora- 
tion of the abdomen revealed disease apparently 
limited to the pelvic viscera. There was a huge 
multiloculated cystic tumor, semi-hard in certain 
areas, completely involving the left ovary. The 
surgeon’s gross diagnosis was pseudomucinous 
cystadenoma. The uterus and remaining right 
tube and ovary appeared normal. Numerous 
adhesions of bowel and omentum to this tumor 
mass were freed by blunt dissection. The cystic 
tumor was removad by multiple clamping, and 
tying of the pedicle. Consultation with the path- 
ologist, Dr. Ralph H. Fuller, was asked before 
deciding on further removal of pelvic viscera. 
His immediate impression was “probable granu- 
losa cell tumor.” Because of the possible ma- 
lignancy of this growth, it was decided to per- 
form a pan-hysterectomy. The post-operative 
course was uneventful. 


Two specimens were delivered to the path- 
ologist for routine study. The first specimen, 
clinically identified as “left ovarian tumor and 
tube,” was a mass which weighed 1,050 grams. 
The oviduct was considerably flattened and 
elongated. The ovary was presented as a tensely 
fluctuant, slightly lobulated but somewhat egg- 
shaped tumor which measured 19 cm. in greatest 
diameter. Following evacuation of mucinous 
fluid from several irregularly shaped cavities, 
the tumor weighed slightly less than 400 grams. 
The solid substance of the tumor was diffusely 
firm, fibrous, and ocher-yellow. The nature of 
the ovarian lesion was appreciated only follow- 
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ing examination of routine miscroscopic sections. 
Microscopically, a highly characteristic “pic- 
ture” was presented. Embedded in an abundant 
fibrous matrix were numerous Walthard-like 
cell-rests, small cavities lined with epithelium 
of transitional type, and larger cavities lined 
with single rows of tall, columnar epithelial cells 
having cytoplasm which appeared markedly 
mucinous. The second specimen was the uterus 
with attached adnexal structures (right ovary, 
oviduct, and mesosalpinx ). Mild polypoid hyper- 
plasia of the endometrium was noted; this speci- 
men was otherwise remarkable in that consider- 
able chronic uterine cervicitis was detected. 

In order to avoid the hazard of a double 
count in some future enumeration of cases, it 
should be stated that this case was submitted 
to the American Registry of Pathology where 
it was given AFIP Assession No. 861029. The 
confirmatory registry diagnosis was “Brenner 
tumor with associated pseudomucinous cysta- 
denoma.” 
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FATTY INFILTRATION OF THE LIVER: A CLINICAL 
AND PATHOLOGICAL CORRELATION* 


Bernard M. Lipschultz, M.D. 
Phoenix, Arizona 


By THE needle biopsy technique, it has been 
possible to study histologically the livers of 
patients who are admitted for varied symptom 
complexes(1). During the examination of many 
patients, hepatomegaly has been encountered in 
patients not primarily admitted for liver dis- 
ease. In recent years there appears to be an in- 
crease in the problem of diffuse fibrosis of the 
liver or cirrhosis, in which the alcoholic history 
is negligible or minimal, and with no past his- 
tory of hepatitis or exposure to any type of 
hepato-toxic agent. This study is an attempt 
to emphasize the relatively benign nature of 
the so-called latent fatty liver or early fatty 
infiltration of the liver which if unrecognized 
and persists may be the precursor of cirrhosis 
of the liver(2). These latent cases usually come 
under observation with chronic illnesses, usually 
with malnutrition and on the other extreme, 
over-nutrition, such as obesity. Any alcoholic 
history usually is mild. 

Acute fatty infiltration of the liver in many 
cases is a transitory phenomenon. It is found 
in alcoholism, exposure to hepato-toxic agents 
of a chemical nature as arsenic, chloroform, lead, 
and in certain bacterial infections. The process 
is reversible with control of the infection or 
removal from hepato-toxic agent. 

A series of 17 patients were observed whom 
in the course of a physical examination were 
found to have enlarged livers. These patients 
were not primarily admitted for liver disease. In 
all these patients, the only abnormality en- 
countered was significant increases in dye clear- 
ances (elevation of the 45-minute bromsulfalein 
test). Liver biopsy studies revealed in all in- 
stances histological increases of the fat content. 
The increase in fat is primarily intra-cellular 
and, as expected, resulted in hepatic cell dys- 
function as measured by dye clearance. The 
fatty changes were not advanced sufficiently 
to alter any of the other liver function tests. 

The importance of recognition of the early 
fatty liver is that fatty changes may persist and 


*From the Medical Service, Veterans Administration Hospital, 
Phoenix, Ariz. 

Presented at the Arizona Regional Meeting of the American 
College of Physicians on Oct. 18, 1958. 


become the structural basis for the sequelae 
of diffuse septal cirrhosis(3). A gradual trans- 
ition can be observed from (a) an increase in 
central and peri-portal fat, to (b) fatty meta- 
morphosis, to (c) formation of fatty cysts, to (d) 
fibrosis, and (e) cirrhosis. In advanced cases, 
different stages of these processes can be seen 
in the same liver. However, fatty liver in man 
does not necessarily lead to cirrhosis. A progres- 
sion of the fatty liver to cirrhosis may be ac- 
celerated by various factors, such as (a) inter- 
current infection, (b) anemia and anoxia, (c) 
cardiac failure from various conditions, (d) 
toxic factors in alcoholic beverages, (e) genetic 
and constitutional factors, (f) endocrine factors, 
and (g) starvation. 


Clinical Manifestations: 

The liver edges are large, smooth and firm 
and patient does not present any subjective mani- 
festations. Splenomegaly is rare. Ascites, edema, 
and spider nevi are infrequent. Jaundice is mild, 
if present. 


Laboratory Findings: 

Survey of many cases reported by various au- 
thors indicates that the most frequent abnormal 
hepatic function test is the increased brom- 
sulfalein retention found in 70 per cent of the 
cases(4). Since the fatty changes are primarily 
intracellular and the bromsulfalein test is con- 
sidered the best test for determining function- 
ing hepatic cell mass, it necessarily follows that 
this would be the most sensitive test. As was 
shown many years ago, the removal of as little 
as one-eighth of a dog’s liver would produce 
a definite increase in the amount of brom- 
sulfalein retained and there is ample evidence 
that the same situation exists in the human 
subject. 

Histologically, the degree of fatty metamor- 
phosis varies from fat deposition in a few scat- 
tered cells to diffuse involvement of nearly all 
cells. Usually more fat is found centrally than 
peripherally. In advanced cases, the fat droplets 
are often large and sometimes form fatty cysts. 
The Kupffer cells are small and fat-free, and 
the sinusoids are narrow. Areas of focal necrosis 
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are sparse and portal cellular inflammation and 
ductular proliferation are not conspicious. 


Therapeutic Aspects: 

The removal of fat from the fatty liver is not 
difficult and has been demonstrated by liver 
biopsies. To obtain this improvement, bed rest 
alone with a basic diet containing at least one 
gram of protein per kilogram of body weight 
appears adequate. If alcoholism existed, with- 
drawal is essential. The use of lipotropic agents 
such as choline and methionine as supplements 
to a normal diet does not accelerate the removal 
of fat from the liver. Thus, removal of fat seems 
to depend upon improvement of the nitrogen 
balance. 

Fat removal does not necessarily arrest 
fibrosis, nor do lipotropic supplements have any 
added effect. The use of testosterone in main- 
taining nitrogen balance is also not particularly 
additive in therapy. Fat intake as long as suf- 
ficient protein is in the diet, does not appear 
to be harmful and does not produce fatty in- 
filtration. Indeed, the continuation of some 
alcohol in moderate amounts while on this nu- 
tritious diet does not prevent fat removal, or 
clinical improvement, but continued alcohol in- 
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take with a poor diet, prevents the disappearance 
of fat. 
Summary 


Fatty infiltration of the liver is a very common 
finding in many patients with chronic diseases. 
Malnutrition is the predominant cause, with 
alcoholism being a minimal factor. It usually 
is present as an asymptomatic enlargement of 
the liver with the only abnormality in liver func- 
tion being delay in dye excretion (BSP reten- 
tion ). 

It is usually a transitory phenomenon, re- 
versible with correction of nutrition, even though 
the primary illness may persist. 

Unrecognized, these fatty liver changes may 
become the basis for development of diffuse 
hepatic fibrosis, especially if accelerated factors 
appear such as anemia, anoxia, cardiac failure 
and infection. 
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A SURGICAL METHOD FOR CONTROL OF BLEEDING 
ESOPHAGEL VARICES* 


Luis Perez Parra, M.D. 
Miguel Castellanos, M.D. 
Miguel Velazquez Cueva, M.D. 


Guadalajara, Jal. 


a patients suffering of esophageal varices, in- 
ternal hemorrhage can be very profuse and fre- 
quently fatal or at least repeatedly dangerous, 
but always becoming a dramatic moment which 
we sometimes have to face in the course of 
medical practice, forcing us to make quick de- 
cisions to control: (1) a hemorrhage that may 
cause the death of the patient in a matter of 
minutes, and (2) prevent the repetition of such 
episodes since they are a constant menace to 
the life of the patient. 


Temporarily, we can control the massive 
hemorrhage or the slow and persistent bleeding 
with the Sengstaken-Blakemore tube, which is 
the simplest and most useful procedure, as is 
already well known to all of you. 


For those of you who do not know this ap- 
paratus, and the way it works, which is very 
important, I am taking the liberty of discussing 
it. It consists of a rubber tube with a diameter 
approximately the same as that of a Levin tube 
with the lumen diveded into three compart- 
ments, all of them completely isolated and in- 
dependent. The largest space exists throughout 
the entire length of the instrument and opens at 
the proximal end in an orifice through which a 
suction tip or a feeding tube can be inserted; 
the distal end is open through the small open- 
ings. One of the smaller spaces also has a prox- 
imal opening, and ends in the inside of a short 
balloon. The other small space starts at the 
proximal end and leads to the interior of a 
large balloon. For the proper placing of this 
instrument to accomplish hemostatic compres- 
sion, the collapsed tube is introduced through 
the nose and esophagus until the small balloon 
has entered the stomach; then air is pumped in 
with a syringe until a volume similar to that of 
a baseball is obtained (each instrument con- 
tains specific instructions). Pulling the tube 
outward with a slow motion until it stops in- 


*Presented before the Medical Society of the United States & 
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dicates that the balloon has reached the car- 
diac opening of the stomach; then the larger 
balloon is inflated to a pre-calculated volume to 
produce compression on the esophageal walls 
and therefore control the bleeding. In this posi- 
tion, with one inflated balloon above the cardias 
and another below this opening, there is no way 
to vomit or swallow the instrument. Through 


the major lumen which now is open at the distal 
end inside of the stomach, a suction apparatus 
is adapted to the proximal end for the aspira- 
tion of the blood collected into the gastric cavity 
and later on, it can be used for feeding nourish- 
ing preparations in liquid form. 


This is the way we can solve the emergency 
of the problem caused by the hemorrhage and 
temporarily get the life of the patient out of 
danger. However, the episodes recur in a very 
unexpected way and at almost any time. 


Procedures and Results 


Under certain conditions, some patients may 
live several years with a liver cirrhosis and some- 
times, when possible, get a fundamental cure; 
many patients, unfortunately, will not survive 
the episodes of bleeding. Having in mind the 
severity of this problem, several surgical proce- 
dures have been recommended throughout the 
years and very seldom used or definitely dis- 
carded. Actually, the best procedures now in 
use are: The resection of varicosed veins with 
open esophagus and the anastomotic venous 
shunts, portal vein to inferior vena cava and 
splenic vein to renal vein. These are the proce- 
dures selected by a number of surgeons, classi- 
fying them as the most resourceful to improve 
portal hypertension and, in consequence, relieve 
the varices of the esophagus. Doubtlessly, this 
surgical procedure is subject to objections, con- 
sidered both basic and definite. 


A century ago, Eck, the Russian physiologist 
showed in animals of experimentation that when 
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the operation designed by him (Eck’s fistula) 
is practiced in normal specimens, the liver show- 
ed evident atrophy, according with the concep- 
tion that prevailed then, and a number of the 
cases died within one year, at different intervals. 


Recently, it has been shown that some ani- 
mals, with the same type of operation, developed 
an elevated level of ammonia in the blood, to- 
gether with a retention of abnormal amino acids 
and a failure in the electrolytic balance, which 
appears shortly before death in most of the 
cases. This surgical procedure, when practiced 
on human beings, with the idea of decreasing 
the portal hypertension, does not give any pro- 
tection against recurring attacks of hemorrhage: 
the venous shunt works deficiently or is com- 
pletely obstructed. This technique, even in 
hands of the greatest experience, reports a mor- 
tality rate of 25 per cent to 50 per cent of 
the cases, which is very close to the percentage 
of mortality caused by hemorrhage in patients 
who have not had any surgical intervention per- 
formed on them. 


Clinical research has ventured the theory, 
very well based in some instances, that several 
patients survive several years arfter surgery by 
accidental closure of the anastomosis. Finally, 
the resulting rate was not much higher than the 
rate obtained in non-surgical cases. 


All these circumstances seem to point out 
that the surgical technique above described is 
mostly practiced because of the necessity of an 
active effort to help a sick person whose death 
can occur at any time. 


In such a case, we should have done some- 
thing similar, but on the other hand, only an 
effort not implying more than a reasonable sur- 
gical risk and also able to protect the patient 
against the possible recurrences for some length 
of time without producing obstacles to change 
the hepatic disease with the aid of medical treat- 
ment and proper diet. 


On June 27, 1957, a 55 year old female came 
to my office. One look at her and you could see 
the paleness of skin and mucosa, generalized 
weakness and obvious loss of weight. The phy- 
sical examination showed a collection of liquid 
in the abdominal cavity and a painful spleen, 
reaching three inches below the left costal mar- 
gin. Her history went back 10 years, when she 
had first noticed a tumor in the splenic region, 
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diarrhea, general and abdominal malaise, anor- 
exia and extreme weakness. Medical treatment 
was given and she spent several years with im- 
provement for certain periods of time, but al- 
ways followed by recurring attacks. 


In the middle of 1956, she suffered a consid- 
erable loss of blood, both by mouth and by 
rectum, thus aggravating her general condition. 
Blood transfusions and other elements of medi- 
cal therapy were carried on with improvement, 
but the episodes of bleeding kept coming back 
until after six of such episodes, she was admitted 
to a hospital. 


The laboratory work showed: RBC 1, 200, 00; 
hemoglobin 5.4 gms.; serum protein 3.8 gms.; 
A/G ratio 1/1; BSP test 2 mgs. per kilo; Upper 
GI series showed evidence of numerous and well 
developed varices, obviously the source of bleed- 


ing. 
Treatment and Surgery 


The patient was placed on absolute bed rest, 
proper diet and medical treatment. Transfusions 
promptly improved the general condition. Dur- 
ing the first days in August, just about a month 
after treatment had commenced, the patient 
noticed a sensation that could not easily be 
described but that was located behind the mid- 
line of the chest and around the epigastrium, 
the same type of feeling she had observed be- 
fore other attacks of bleeding, thus making her 
believe that a new attack was coming on. With 
this fear in mind, surgery was decided on and 
performed on Aug. 6, 1957. 


Through a transthoracic approach, the esopha- 
gus was exposed. All the peri-esophageal space 
was crossed by large and tortuous blood vessels 
which were isolated and then ligated. All the 
palpable and visible fibers of the vagus nerve 
were also isolated and severed in an extension 
of two to two-and-a-half inches after ligation, 
with the idea of decreasing gastric acidity and 
the risk of peptic erosion. 


When the muscular layer was cut, the large 
varicosed veins in the submucosa could be seen. 
Avoiding them carefully, an incision was made 
on the mucosa (three to four inches long) with 
the cardia included, the most impressionable 
varices appeared before our eyes, the walls so 
thin that they seemed to rupture with the slight- 
est touch. All were ligated as thoroughly as 
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possible with chromic catgut. No varices were 
found on the gastric side of the cardia. 


The deep layers of the incision were closed 
and only the skin incision was carried down 
to the abdomen, the abdominal cavity was later 
exposed showing a spleen about eight times 
larger than normal, which was removed. A gas- 
trostomy tube was left to avoid gastric retention. 
The immediate post-operative condition was un- 
eventful and on the third post-operative day 
feedings were initiated through the tube, which 
served its purpose until the 12th day. 


The patient was placed under observation the 
following two months with slow but definite im- 
provement and finally discharged on Oct. 4, 
completely asymptomatic. The last time she was 
seen, 14 months after surgery, she was doing very 
well, possibly with the proper dietetic care, the 
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lived had regenerated and portal hypertension 
improved thanks to the help offered by the sur- 
gical procedure carried on in her case. 


We feel that there are other patients in the 
same condition as described in the case present- 
ed here. These patients could be occasionally 
improved if the liver can return to a good func- 
tional condition. The way of doing it is with 
a surgical procedure carrying a reasonable risk 
under hands with certain experience. Nothing 
about it is new except, perhaps, the vagotomy 
which we think adds a new element of security, 
although we have no proof regarding it. 


Recently, other cases in the same condition 
have been treated by this technique, the obser- 
vations after surgery, however, are placed with- 
in such a small amounts of time that no practical 
conclusions can be obtained as yet. 
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“UNA TACTICA QUIRURGICA PARA AFRONTAR LA 
HEMORRAGIA EN VARICES ESOFAGICAS*” 


Dres. Luis Pérez Parra, 
Miguel Castellanos y 
Miguel Velazquez Cueva 
Guadalajara, Jal. 


ba hemorragia interna exanguinante y frecuen- 
temente mortal o repetidamente amenazante, en 
pacientes con varices esofago-gastricas es un 
acontecimiento dramatico que todos los médicos 
tenemos que afrontar en diversas ocasiones de 
nuestra vida y frente al cual tenemos que mos- 
trar decisiones rapidas y eficaces que controlen: 
lo. — inmediatamente una hemorragia que esta 
acabando con la vida de un paciente por min- 
utos. 20. Que prevengan la repeticion de este 
episodio que insistentemente amenaza al enfer- 
mo en cualquier momento de su fragil existencia. 

Para controlar 
episodio de hemorragia masiva o el de hemo- 


momentaneamente ya sea el 
rragia lenta y persistente no tenemos otro pro- 
cedimiento mas eficaz ni mas simple que el 
aparato compresor de Sengstaken-Blakemore que 
Uds. conocen, ya sea practicamente o en los li- 
bros (Place). 

Para aquellos que no estan familiarizados con 
este instrumento y su manejo, cosa que es de 
primerisima necesidad, voy a deseribirlo. Esta 
integrado fundamentalmente por un tubo de 
hule del calibre de una sonda de Levin, cuya luz 
esta tabicada longitudinalmente dividiéndola en 
tres compartimentos. E] compartimento mas am- 
plio atraviesa todo el aparto y desemboca por 
su extremo proximal en una boquilla a la_que 
puede adaptarse un tubo de succién o de ali- 
mentacién por su extremo distal se abre por los 
orificios. Uno de los conductos pequenos tienen 
también su boquilla exterior o proximal y ter- 
mina en el interior del balén corto. El otro con- 
ducto pequeno, va también desde su boquilla 
proximal y desemboca en el interior del balon 
largo. Para colocarlo con fin comprensivo hemo- 
statico se introduce, colapsado, por la_nariz 
hasta que el balén chico ha penetrado en el 
estémago; se infla inyectando aire con una jer- 
inga hasta un volimen semejante a una pelota 
de beisbol (con cada aparato se suministran 
instrucciones precisas ). Se tira entonces del tubo 
hacia afuera hasta que se encuentra resistencia 
a su salida; el baloncito inflado no puede salir 
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del estémago através del cardias. Se infla en- 
tonces el balon largo hasta un calibre y presién 
determinadas lo que produce compresién sobre 
las paredes del esofago y accién hemostatica. 
El aparato con un balén por debajo y otro por 
encima del cardias no quede ser tragado ni vom- 
itado. Através del compartimento amplio que 
ahora desemboca en el estémago, se establece 
primeramente succion para evacuar el contenido 
hemorragico y posteriormente se puede intro 
ducir un alimento liquido. 


Asi podemos resolver emergentemente el prob- 
lema presentado por la hemorragia actual y sal- 
var por ahora la vida del paciente. Pero estos 
episodios exanguinantes lo amenazaran de con- 
tinuo y pueden repetirse de un modo inesperado. 
Algunos pacientes puedenvivir, en ciertas con- 
diciones, portadores de una cirrosis hepatica, por 
largos ahos y atin alcanzar una curacién funda- 
mental cuando esta es atin posible; pero muchos 
no sobreviviran a las hemorragias fulminantes 
o recidivantes de origen varicoso esofagico. Con 
el propésito de aliviar o curar transitoria o de- 
finitivamente esta condicién, secundaria en cuan- 
to a su propia existencia, pero no por esto menos 
grave, se han ideado procedimientos quirurgicos 
diversos através de los aios; mismos que han 
sido sucesivamente abandonados o escasamente 
practicados. Actualmente los que gozan de 
mayor popularidad son: la ablacién de las vari- 
dosidades submucosas en esofago ebierto y sobre 
todo las anastomosis venosas derivativas porto- 
caval y esplenorenal. Estas anastomosis venosas 
gozan de la predileccién de buen numero de 
cirujanos que las consideran como el recurso 
mas eficaz para corregir la hipertensién portal 
Pero 
indudablemente esta operacién también esta 
sujeta a objeciones que han sido consideradas 
fundamentales. Desde hace cerca de un siglo 
Eck, fisidlogo ruso, demostré experimentalmente 
que cuando se practicé esta operacién (fistula 
de Eck) en animales sanos, su higado se “atro- 
fié”, término de acuerdo con la concepcién de 
aquel tiempo, y buen numero de ellos murieron 


y aliviar el estado varicoso esofagiano. 
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a intervalos variables dentro de un ajo. 

Modernamente se ha demostrado también que 
en animales asi operados se eleva la tasa de 
amoniaco en la sangre, hay retencién de amino- 
acidos anormales y aparece un desequilibrio elec- 
trolitico antes de sobrevenir la muerte en un 
alto procentaje de ellos. Esta operacién prac- 
ticada en el hombre para aliviar la hipertens6n 
portal cuando hay hemorragias recidivantes por 
varices esofagicas no protege absolutamente 
contra recaidas el funcionamiento de la anasto- 
mosis venosa frecuentemente .es defectuosa o 
se obstruye totalmente. Esta intervencién aun 
en las manos mas expertas implica una mor 
talidad operatoria de 25 a 50%, mortalidad muy 
cercana a la produccién por la propia hemorragia 
varicosa en pacientes intactos. Algunos investi- 
gadores clinicos han aventurado la opinién, en 
ciertos casos bien fundamentada, de que gran 
numero de pacientes operados asi y que han 
sobrevivido algunos afios, fué debido a la oclu- 
sién accidental de la anastomosis venosa prac- 
ticada. Y finalmente que esta superviviencia 
en general no fué notablemente mayor que la 
observada en grupos de pacientes que no fueron 
operados. 

En vista de todas estas circunstancias desalen- 
tadoras me ha parecido que la practica de estas 
anastomosis venosas en la terapéutica quirtrgica 
es mas bien impulsada por la desesperante de- 
manda de un esfuerzo activo en auxilio de un 
paciente que esta viendo la muerte suspendida 
a unos centimetros sobre su cabeza. 

En presencia de tales situaciones yo he debido 
emprender este esfuerzo activo, pero he buscado 
que sea un esfuerzo que implique un riesgo 
operatorio razonable para el enfermo, que lo 
proteja contra nuevas hemorragias por un tiem- 
po suficiente y que no vaya a constituir un ob- 
staculo para que el tratmiento médico y dieté- 
tico quedan, entre tanto, modificar favorable- 
mente el curso de su padecimiento hepatico, si 
esto es aun posible, lo que constituye la esper- 
anza verdadera y final de estos pacientes. 

El dia 27 de junio de 1957 llegé a mis manos 
una paciente mujer de 55 anos de edad, su 
aspecto general era verdaderamente lastimoso: 
presentaba una palidez de la piel y mucosas en 
grado extremo; enflaquecimiento marcado, el 
semblante macilento y una actitud por la que se 
adivinaba una gran debilidad. Se apreciaba un 
derrame ascitico moderado y el bazo era pal- 
pable hacia unos 6 u 8 centimetros debajo del 
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borde costal izquierdo. Narr6é que sus pade- 
cimientos relacionados con su estado actual prin- 
cipiaron hace diez afios en que aparecié la tu- 
moracién esnlénica que ahora se aprecia y que 
era muy dolorosa a la palnacién; asi mismo 
diarrea, malestar general y abdominal, anorexia 
y debilidad extrema; poco desnués hizo su apari- 
cién el derrame ascitico que llegé a ser consi- 
derable agravando la molestia abdominal. Re- 
cibiéd por entonces tratamiento médico intermi- 
tentemente con el cual mejoraban o recrude- 
cian sus males alternativamente. Transcurrieron 
asi los anos hasta mediados de 1956 en que se 
presenté una hematemesis abundante y melenas 
que agravaron su estado general. Se le admin- 
istraron entonces transfusiones sanguineas y 
medicamentos que la mejoraron transitoriamente 
pero las hematemesis se sepitieron en abun- 
dancia en nimero de cinco o seis en el trans- 
curso de un afio; la ultima y mds grave acon- 
teciéd una semana antes de ser hospitalizada bajo 
mi cuidado. 

En la exploracién paraclinica practicada se 
encontraron las siguientes alteraciones dignas de 
mencion: eritrocitos 1,200,000; hemoglobina 5.4 
gms.; proteinas séricas totales 3.8 gms.; relacién 
albimina-globulinas 1/1.; eliminacién de la bro- 
mosulfacina 2 mgs. por kg. dentro de limites 
normales. El examen radiografico del esdfago 
que presento a ustedes en esta proyeccion 
(placa) mostré la existencia de numerosas y 
bien desarrolladas varicosidades a las que atri- 
buimos la causa de las hematemesis. 

La paciente fué confinada al reposo en cama, 
tratamiento médico y dieta apropiadas y transfu- 
siones periddicas de sangre que pronto mejoraron 
su estado general y el derra me ascitico. 

En los primeros dias del mes de agosto sigui- 
ente, poco mas de un mes desde el principio de 
este tratamiento, la enferma dijo experimentar 
una sensacién general indefinida e indescriptible 
y una molestia epigdstrica y retroesternal, mis- 
mas que habia experimentado poco antes de las 
hematemesis ya sufridas y nos asequr6 que una 
nueva hemorragia era inminente. Ante este 
temor decidimos intervenir quirurgicamente el 
dia seis de agosto de 1957. A través de una in- 
cision transtoracica abordamos el esédfago que 
presenté, antes de la incisén pleural, el aspecto 
que pueden observar en esta fotografia (placa) 
Todo el espacio celular periesofagico estaba 
atravesado por gruesas venas que fueron di- 
secadas cuidadosamente y ligadas hasta liberar 
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completamente el esdfago de su lecho celular 
y de todas sus conexiones vasculares (placa). 
Todas las fibras visibles y palpables de los ner- 
vios vagos fueron asi mismo disecadas, ligadas 
y extirpadas en una extensién de 3 6 4 centi- 
metros con el propdsito de deprimir la acidéz 
gastrica y disminuir el riesgo de erosidn péptica 
de las varicosidades. 

Incindida la capa muscular _translucieron 
através de la submucosa las gruesas dilataciones 
varicosas. A lo largo de una linea que las esqui- 
vaba en lo posible se incindié la mucosa en una 
extensién de 10 a 12 centimetros incluso el car- 
dias apareciendo a nuestra vista las mas impre- 
sionantes varices que hubiéramos imaginado 
de paredes tan delgadas que parecian romperse 
al menor roce. Todas fueron ligadas por suturas 
continuas con catgut crémico, en la mayor ex- 
tensién posible. No se encontraron dilataciones 
venosas apreciables sobre el lado gastrico subya- 
cente al cardias. So suturé el eséfago por planos 
y puntos separados. Se prolongé entonces la in- 
cision hacia la pared abdominal, se incindié el 
diafragma ampliamente y se practicé la excisién 
de un bazo que era aproximadamente ocho veces 
mayor en tamaiio, que normalmente. Se colocé 
en el estémago una sonda de gastrostomia para 
afrontar la posible ocurrencia de retencidn gas- 
trica consecutiva a la vagotomia, retencién que 
no llegé a ser notable. Bajo los cuidados post- 
operatorios de rutina en estos casas la paciente 
evolucién sin incidentes dignos de mencidn. 
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Desde el tercer dia se le administré alimenta- 
cién liquida através de la sonda de gastrostomia 
la cual fue retirada el doceavo dia. 

Permanecié la enferma en observacién con- 
stante durante los doas meses siguientes, en el 
transcurso de los cuales mejoré paulatinamente 
de su estado general y demas molestias y fué 
dada de alta el cuatro de octubre libre de cual- 
quier sintoma o signo que fuera molesto para el- 
la. En entrevistas subsecuentes por noticias reci- 
bidas hasta catorce meses después de la interven- 
cién, sabemos que se encuentra gozando de bu- 
ena salud aparente. Bajo una dietética apropiada 
probablemente su higado se ha regenerado y 
la hipertensién portal se ha corregido gracias a 
la proteccién emergente que esta operacién le 
proporciond. 

Creemos que pueden existir otros pacientes 
en situacién semejante y que pueden recibir 
beneficios también semejantes y cuando su le- 
sién hepatica es aun regenerable, tener tiempo 
para curar. Es una tactica sencilla que implica 
un riesgo razonable y al alcance técnico dé un 
cirujano con cierta experiencia. No hay nada 
nuevo en ella salvo, puede ser, la asociacién de 
la vagotomia que creemos afade un factor de 
seguridad pero no tenemos prueba de ello. 

Posteriormente hemos intervenido sobre pa- 
cientes en condiciones semejantes al caso des- 
crito pero en ellos solo ha transcurrido muy corto 
tiempo, lo que no nos permite atin hacer con- 
clusiones de grupo de alcance practico. 
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treatments for poisonous animal bits and stings 
prepared by a special committee of the Pima 
County Medical Society. The report recom- 
mends a definite plan of treatment for the use 
of physicians and interested laymen. It is based 
on an evaluation of the considerable and contra- 
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cern the bites and/or stings of coral snakes, Gila 
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THE HAZARD 


What is the hazard of death from rattlesnake 
poisoning? As it is greatly overestimated by 
most people, there are frequent inaccurate state- 
ments regarding mortality. Of all rattlesnake 
bites in the United States, which total on the 
order of 1,000 per annum, fatalities are estimated 
at 30, or 3 per cent of those bitten(1). 

Sublethal tissue damage following rattlesnake 
bites has varied from no damage at all to con- 
siderable damage of a permanent nature requir- 
ing plastic repair and accompanied by some de- 
formity. Much of the damage to tissue in certain 
cases has been caused by some forms of treat- 
ment, such as drastic tissue refrigeration and in- 
expert surgery. Most unfortunately, this may 
also occur (as may near-fatal analphylactic shock 
from horse-serum antivenin) in cases of rattle- 
snake bite in which no treatment of any kind is 
necessary for a probably uneventful “recovery.” 


THE VENOM 
The following substances, and others, are pre- 


sent in varying amounts in rattlesnake venom 
(1, 2, 3, 4, 5, 12): 

1) Proteases produce destructive effects at the 
site of the bite and play a role in remote vis- 
ceral hemorrhage. They act as does thrombin 
in converting fibrinogen to fibrin in the absence 
of other clotting factors, or as thromboplastic ac- 
tivity converting prothrombin to thrombin. The 
final result is afibrinogenemia and thrombosis. 
In a recent reported case(6) the fibrinogen level 
(normal, 250-400 mg. %) dropped to zero at 
three hours after the bite. At the same time no 
clot formed in 36 hours (normal, 15-20 minutes ). 

2) Phosphatidases are responsible for hemo- 
lysis and alter excitability and conductivity in 
skeletal, smooth, and cardiac muscle. Lecithin- 
ase splits off the unsaturated acids of lecithins 
to produce powerfully hemolytic lysolethins. 

3) Neurotoxins are of minor importance in 
rattlesnake venoms as compared to the venoms 
of cobras, coral snakes, and their relatives. Neu- 
rotoxins produce a curare-like effect on the 
myoneural junction, interfere with nerve trunk 
conduction, or act directly on the central nervous 
system; they may produce nausea, vomiting, and 
rarely result in bulbar paralysis. 

4) Hyaluronidase, which functions as a 
venom-spreading factor, is not toxic but is anti- 
genic and specific antiserum inactivates _ it. 
Venom is disseminated via the lymphatics, and 
virtually none of it via the blood. 

FACTORS AFFECTING THE GRAVITY OF 
THE BITE! 

1. The young, aged, and debilitated are espe- 
cially susceptible. The mortality among children 
is approximately twice that of adults, for the 
capacity of humans and other species to success- 
fully withstand a given quantity of rattlesnake 
venom is proportional to the weight of the body. 

2. Individual susceptibility. Persons who swell 
very easily from insect stings or bites, appear 
to be affected more by snake bite. Those who 
are especially nervous and excitable often have 
more of a reaction because of increased heat 
rate and circulation, which in turns enhances 
the spread of venom. 

3. Activity following the bite. Walking, run- 


< See Klauber (1, 7), and Minton (8). 
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ning, etc., accelerates circulation of the venom. 


4. The location of the bite. Bites on the ex- 
tremities are tolerated better than those on the 
body or head. 

5. The depth of the bite. If a muscle is deep- 
ly penetrated, there is apt to be more tissue 
destruction. If a vein is injected, the bite may 
become rapidly fatal. Penetration of both fangs 
is ordinarily worse than is penetration of only 
a single fang. 

6. The size of the snake. The larger the snake 
the more venom, ordinarily, that is injected. 
Very young snakes, and the very small species, 
have considerably less poison and shorter fangs. 

7. The species of snake. There are eleven 
species of rattlesnakes in Arizona. The Western 
diamondback (Crotalus atrox) is the most dan- 
gerous. It is the largest and is one of the most 
abundant in the southern half of the state. 
Other species, such as the Mohave rattlesnake 
(Crotalus scutulatus) and the tiger rattlesnake 
(Crotalus tigris) have a venom that is more 
toxic. The Sidewinder (Crotalus cerastes), 
while being one of the smallest species, con- 
tains a venom of high toxicity. Thus it is also 
of importance to know the species of rattle- 
snake, if possible, in evaluating the probable 
seriousness of the bite. 


SYMPTOMS 

Symptoms vary widely, depending in part on 
the above factors and it is difficult at times to 
differentiate those which are physical in nature 
from those of fear and anxiety. Indeed, the lat- 
ter are so important that they may lead to the 
assumption that the patient has been bitten by 
a posonous snake when actually the bite was in- 
flicted by a harmless one. 

The following is a brief account of the more 
frequent symptoms which have been observed. 

Pain. — While it can be excruciating, there 
have been cases reported with little or no im- 
mediate pain. It can be said, however, that if 
the bite is painful, it probably is the bite of 
a venomous snake. 

Swelling and discoloration. — There is a very 
rapid onset of swelling which extends toward 
the heart. Ecchymosis is present and blood ex- 
travasation, which may be quite marked, gen- 
erally occurs. This swelling may reach from 
the tip of an extremity to the trunk in approxi- 
mately 24 hours. It may extend down and along 
the chest to the iliac crest in the case of a bite 
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on an arm. The amount and rate of advance- 
ment of swelling is a good indication of the 
seriousness of the bite. 

Weakness and giddiness. — Various degrees of 
weakness, occasionally leading to syncope or 
coma (different from the later coma of fatal 
cases) can occur and occasionally great excite- 
ment, confusion of the mind and extreme ner- 
vousness may occur. 

Respiratory difficulty. — Respirations may be 
rapid and shallow or slow and stertorous. The 
patient may complain of difficulty in breathing 
for 24 hours or more. 

Nausea and vomiting. — This may occur early 
or later, with epigastric pain and occasionally 
blood diarrhea. 

Circulatory disturbances. — The patient has 
generally a low blood pressure, a sub-normal 
temperature and a rapid, thready pulse. Severe 
anemia may occur later. 

Anemia. — This is very common and is gen- 
erally due to blood loss from tissue extravasa- 
tion and hemorrhage from the bite and cuts. 


Miscellaneous effects. — Necrosis of local tis- 
sue may be partially due to treatment (too sev- 
ere cold, too tight a tourniquet, etc.). Blebs and 
vesicles commonly occur locally. Numbness and 
tingling of the face, lips and other parts are 
common. Double vision and temporary blind- 
ness have been reported. Death is most apt to 
occur in the second 24 hours. Death generally 
occurs from respiratory or circulatory failure. It 
may occur suddenly after 24 to 48 hours, when 
the local swelling and discoloration has begun 
to subside, leading to the premature belief that 
the patient is out of danger. However, the pa- 
tient is generally out of danger after the first 
48 hours. 

Complications. — Infection is a very real prob- 
lem in snake bite and has been the cause of 
fatalities after 72 hours. 

Gas-gangrene and tetanus organisms have 
been cultured from the mouth of rattlesnakes, 
and cases of tetanus have been recorded. Rattle- 
snake bites infrequently leave permanent de- 
fects. Finger or limb deformities are frequently 
aggravated by inexpert treatment. 

TREATMENT 

(1) Evaluation of the patient. — Since some 

forms of treatment are in themselves hazardous 


(e.g. serum sickness, tissue refrigeration, im- 
proper cutting, etc.) sound medical judgment is 
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needed to determine the course of treatment 
in each particular case. 


(2) Keep the patient quiet. — The use of 
Demerol has been questioned(9) but its dele- 
terious effects have not been proved in thera- 
peutic doses(10). Barbiturates or other seda- 
tives are indicated. Immobilization of the ex- 
tremity affected has been shown to slow absorp- 
tion(11). All investigators support the efficacy 
of this step. 

(3) Blood transfusions. — Have the patient 
typed and cross-matched at once for whole 
blood transfusions(12, 13). Later it may be dif- 
ficult to get a good “cross-match,” because of 
the hemolysis. A blood test should be run every 
three hours to determine the presence of hemo- 
lysis. Determine the bleeding time for pre- 
sence of afibrinogenemia. 


(4) Incision and suction with tourniquet. — 
Start as soon as possible. Novocaine or Xylo- 
caine may be used in very small quantities, 
especially on the hand and fingers, to avoid in- 
terfering with circulation. Linear (not cruciate ) 
incisions are made along Langer’s lines, or long- 
tudinally if in doubt. They need not be more 
than % inch long and % to % inch deep. Great 
care should be taken to avoid injury to tendons, 
nerves or blood vessels. Five to ten incisions are 
placed along the area of swelling, and occa- 
sionally more may be indicated. Suction over 
these incisions should be maintained continu- 
ously for approximately 2 hours, then intermit- 
tently over another 2 to 4 hours, depending on 
the severity of the bite. Cool MgSO, com- 
presses are applied between suctions. A tourni- 
quet placed quite loosely to obstruct the sub- 
cutaneous lymphatic drainage, but not to dis- 
turb the venous return and certainly not the 
arterial inflow, is placed just above the bite, im- 
mediately, and is advanced toward the heart as 
the edema advances. 


The method of incision and suction (“cut and 
suck”) was given a scientific basis by Jackson 
(14) who injected a dog with 4 times the lethal 
dose of rattlesnake venom. Suction was used for 
a half hour and the blood serum, extracted 
during the first ten minutes was injected into 
another dog. The serum extracted during the 
next ten minutes was injected into a second 
dog, and during the third ten minutes, into a 
third dog. Seven hours later suction was ap- 
plied and the envenomized blood and lymph 
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obtained was injected into a fourth dog. The 
first and fourth dogs died. The second and third 
had to be destroyed because of extensive sloughs, 
and autopsies on these animals revealed the 
same pathology as that of the dogs which had 
died. The dog which received the initial 4 
M.L.D. recovered with only a necrosis about the 
site of the bite. Jackson established that venom 
can be extracted as late as 3 to 7 hours after its 
injection. The arguments against the use of 
this method state 1) that the incisions actually 
open up more lymphatics and thus hasten ab- 
sorption, 2) that incision is traumatizing and 
increases the chances of infection and necrosis, 
3) that very frequently damage is done by 
destruction of nerves, blood vessels and tendons, 
and 4) that the added pain and ensuing in- 
creased activity of the patient tends to spread 
the venom more rapidly. These claims appear 
adequately refuted by Jackson’s classical experi- 
ments. In the case of inexpert treatment they 
are, in part, observable. 

(5) Excision and Suction. — In comparing the 
effectiveness of “incision and suction” with that 
of “excision and suction,” Jackson(14) points 
out, that the tissues surrounding the punctures 
are heavily contaminated with bacteria as well 
as impregnated with venom. Adequate debride- 
ment should be of advantage in converting such 
wounds to clean open lesions, free of venom, of 
necrotic tissue and of contamination with anaero- 
bic pathogens. He concludes that by excision 
and suction, more venom could be removed 
locally and that local complications, such as 
tetanus, gas gangrene and other infections, as 
well as tissue necrosis, would be diminished. 

In one series, Jackson (op. cit.) injected 6 
M.L.D.’s of venom of the western diamondback 
rattlesnake into dogs. These dogs were treated 
for a period of 5 hours, starting suction at thirty 
minutes. Suction was applied intermittently for 
a total of 30 minutes in each hour. It was noted 
that the direction of greatest spread was length- 
wise of the extremity in each case. 

In a second series, he (op. cit.) excised an 
area 7 cm. (ca 2% inches in diameter) and ap- 
plied suction as before. With excision and suc- 
tion, two-thirds of the animals survived, whereas 
with incision and suction, all of them died. He 
concluded that early excision and suction is 
worthwhile in removing venom from the wound 
after poisonous snake bite, and that after one 
hour incision and suction should be employed. 
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It appears that excision and suction has a defin- 
ite place in treatment, especially in areas where 
a comparatively large amount of tissue can be 
removed without danger of injuring vital struc- 
tures (thigh, abdomen, hips, etc.). 

Recent question of the use of incision and 
suction and excision and suction with tourniquet 
(15; see also 16) is based largely on an experi- 
ment by Leopold et al.(11) in which rabbits 
were injected with uniformly lethal doses of 
venom. The rabbits were divided into four 
groups. The rabbits in the first group were re- 
turned to their cages for free activity after the 
injection, and they survived an average of 188 
+18 minutes. The animals of the second group 
were immobilized on a board, and they sur- 
vived an average of 517+27 minutes. In the third 
group, with additional application of a tourni- 
quet only, they survived an average of 511+42 
minutes. The fourth group received incisions 
and suction and survived an average of 375+28 
minutes.” 

In these experiments on rabbits, all of the 
animals died and within a period of less than 
10 hours, whereas human fatalities occur gen- 
erally after the first 24 hours. Moreover, it is 
important to realize that incision and tourniquet 
without anesthesia produces excitation, regard- 
less of immobilization. Also, rabbits are twice 
as susceptible to cobra venom as are dogs(17) 
and it takes six times as much venom of the 
Western diamondback rattlesnake (C. atrox), 
per unit of weight, to kill a rat as it does to kill 
a rabbit(18). An experimental design such as 
that of Leopold, et al., which only gives high 
and uniformly lethal doses of venom to highly 
susceptible experimental animals, may leave 
much to be desired. 

(6) Antivenin. — There is no question that 
the new antivenin produced by Wyeth, released 
in 1954, is more potent than their previous anti- 
venin(19, 20, 21). The smaller the patient the 
more antivenin is required as stated in the 
Wyeth directions(22). It is to be stressed that 
skin testing, even with the elaborate method and 
desentization as recommended in the brochure, 
is not a guarantee that serious and even near- 
fatal serum reactions may not occur. 

An important thing to remember about anti- 
venin is that it is not a remedy to be taken 
on the assumption of “take it to play safe; no 
harm done if it isn’t needed.” Also, when it is 


2. Standard errors calculated by us from data given by Leo- 
pold, et al.(11). 


MEDICINE 493 
needed, it should-not be taken for granted that 
a single ampule is the maximum or permis- 
sible dose. Frequently 50-100 cc. of antivenin 
is required. 

Caution should be exercised with regard to 
its local injection, for if the tissue is already 
quite edematous, the local injection of antivenin 
will produce severe pain and will further distend 
the tissues and inhibit circulation. Carefully 
follow directions for injection as given in the 
circular(22) accompanying antivenin. At least 
one ampule of reconsituted antivenin should be 
injected just in advance of the swelling(10). 

It is not to be assumed that there is com- 
plete agreement as to the necessity or the de- 
sirability of administering antivenin in all cases 
of rattlesnake poisoning(10, 23, 24, 25). More- 
over, it has already been pointed out above 
that some rattlesnake bites require little or no 
actual treatment of any kind. 

(7) General Supportive Measures. — The use 
of ACTH and Cortisone are indicated to pre- 
vent reaction from the horse serum antivenin 
in doubtful cases. In the limited experiments 
thus far performed, there appears to be no effect 
on the local or general toxicity of the venom 
itself by corticosteroids(26, 27, 28). 

The newer vassopressors, such as Levarter- 
enol® are better than Epinephrine (—Adrena- 
lin). Epinephrine tends to speed the heart and 
increase the circulation more than other pressor 
drugs. 

Recent experiments using antihistamines indi- 
cate that they have a deleterious effect and 
should not be used(26,29) even though Bena- 
dryl, and others, have been used successfully to 
reduce severe skin irritation. 

Replacement of fluids and electrolytes and 
the use of enemas (a small amount of venom 
is released through the bowel) are indicated. 
Urinalyses should be made. 

The use of tetanus antitoxin and the use of 
whole blood are indicated. Gas-gangrene anti- 
toxin has been used. The early and continued 
use of antibiotics is especially indicated. 

In case of afibrinogenemia (as evidenced by 
greatly prolonged bleeding and clotting time) 
fibrinogen can be administered. However, as the 
fibrinogen is depleted with an excess formation 





3. Levarterenol Bitartrate Injection U.S.P. is available in 
ampules of 4 cc. under the trade name Solution Levophed 
Bitartrate. The contents of one ampule are added to 1 liter of 
5 percent dextrose solution. This mixture is administered by 
continuous intravenous drip, and the dose is determined by the 
pressor response obtained. The average dose is 2 to 4 micro- 
grams of levarterenol base per minute(30). The usual au- 
tion against local phlebitis and necrosis should be — 
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of fibrin(6), administered fibrinogen may alle- 
viate bleeding at the risk of more clot formation. 

(8) Cryotherapy. — The use of ligature and 
cryotherapy (The so-called L-C treatment) is 
quite adequately covered and properly evalu- 
ated, in our opinion, by the warning in the 
Wyeth instructions(22) against its use. 

There have been no adequately controlled 
scientific studies which support the contention 
that local tissue destruction from rattlesnake 
poisoning is lessened by the use of direct ice 
or ice-water cryotherapy. In fact, the use of 
prolonged immersion of an extremity directly 
in a solution of ice and water or in ice(31l)* is 
dangerous, as it can cause considerable damage 
to the devitalized tissues (13, 22, 24, 25, 33, 34). 

The distinction should be made between cryo- 
therapy with immersion of a member in ice- 
water and/or crushed ice for a long period, and 
the use of ice packs with a cloth between the 
ice and the patient’s tissue. The use of (the 
latter) conventional “ice packs,” have been ap- 
plied successfully for several hours to several 
days without damage to the part(21,35,36) and 
their careful use is recommended as an adjunct 
to the general treatment above (items 1-7). 

Direct application of ice-water or ice to human 
tissue is acceptable on'y when rendered strictly 
as a temporary first aid measure, in which it 
may reduce local pain and reactions before ar- 
rival at a hospital. 

SUMMARY OF TREATMENT 

Evaluate and keep patient quiet. 

Blood test, blood type and cross-match. 

Antivenin. 

Incision and suction with tourniquet. 

Excision and suction. 

Ice packs (avoid ice-water or other contact- 
tissue refrigeration ). 

General supportive measures. 

Corticosteroids 

Vassopressors 

Fluids and electrolytes 

Enema 

Urinalysis 

Tetanus antitoxin 

Gas-gangrene antitoxin (e\ aluate ) 
Antibotics. 

Fibrinogen (evaluate ). 

Note: antihistamines are contraindicated. 


4. Stahnke(31) has recently copyrighted an expanded “review” 
in which will be found those references which he considers im- 
portant for his personal opinion (he gives no other references) 
which was originally Crum’s(32) in 1906. 
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INFORMATION NEEDED 

Cases resulting from poisonous reptile bites 
rarely come to the attention of the physician. 
In view of the scarcity of good clinical informa- 
tion for such cases in Arizona, the physician is 
asked (1) to make a special effort to record de- 
tails concerning the bite, symptomotology, treat- 
ment and response of such patients which he 
may have occasion to observe, and (2) to for- 
ward a clinical record to: Office of the Dean, 
College of Pharmacy, University of Arizona, 
Tucson, Arizona. 
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contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to construction, diction, spellin and punctuation. 

guided by the general rules ~ 6 medical writing as 
followed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Manuscripts death te typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

7. Exclusive Publication—Articles are accepted for publi- 
cation on condition that they are esuthanel solely to this 
Journal. Ordinarily contributors will be notifed within 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

8. Illustrations — Ordinarily publication of 2 or 3 illustra- 
tions accompanying an article will be paid for by Arizona 
Medicine. Any number beyond this will have to be paid for 
by the author. 

9. Reprints — Reprints must be paid for by the author 
at established standard rates. 

The Editor is always ready, willing, and happy to help 








in any way possible. 
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GUEST EDITORIAL 


THE PROBLEM OF AGING* 
HE ARIZONA Medical Association, along 


with state medical associations of seven other 
Western states and the American Medical As- 
sociation, co-sponsored a Rocky Mountain Re- 
gional Conference on Aging at Denver last week. 
It was one of a series of regional meetings ex- 
pected to lay the groundwork for a White House 
Conference on Aging scheduled for Washington 
in January 1961. 

Since everyone will get old if he lives long 
enough, it is encouraging to see the medical 
associations tackling the problems of senior citi- 
zens. Already 9 per cent of the American people 
are in the over-65 age group, and medical sci- 
ence has outdated the Biblical life span of 
“three score years and 10.” 

The question is how to permit this large and 
important section of society to contribute to its 
own and to the nation’s welfare. To give mean- 
ing and purpose to old age is a task worthy of 
the best efforts of everyone. 

The trouble with a White House Conference 
is that it may become an excuse for turning the 
problems of the aged over to the national gov- 
ernment. A lot of people seem to think that the 
senior citizens need nothing but bigger hand- 
outs. Actually, they need a hand, not hand-out. 
They need acceptance by communities that can 
use their experience and know-how. They don’t 
want to be retired to rocking chairs, with noth- 
ing to look forward to but social security checks. 

Health and medical care for the aged is only 
one part of the problem. It can be solved — and 
great progress is being made in this direction — 
by voluntary pre-paid health and hospitalization 
plans which only recently have been made avail- 
able to anyone over 65 years of age. 

Dr. Louis M. Orr, president-elect of the Amer- 
ican Medical Association, told the Denver con- 
ference that 40 per cent of all people over 65 
now are covered by medical programs, and pre- 
dicted the figure would rise to 60 per cent in 
another year. The danger, of course, is that vol- 
untary methods will be replaced by such social- 
istic measures as the Forand bill which would 
give free medical services to all people on social 


Reprinted from The Arizona Republic of May 12, 1959. 
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security. This scheme would boost social secur- 
ity payments to the neighborhood of 11 per cent 
on small incomes, putting an intolerable burden 
on the paychecks of working men and women. 
And it wouldn't solve the medical problems of 
old people, which can and must be done on a 
local and community basis with the help of vol- 
untary, pre-paid insurance programs. 

The medical aspect is only part of the whole 
problem of the aging. In some sectors of busi- 
ness and industry, a person of 40 or 50 years is 
deemed too old to work. The resulting loss to 
the productive capacity of the nation is devas- 
tating, to say nothing of the personal tragedy of 
people who want to lead purposeful and mean- 
ingful lives. Yet nothing would be worse for 
them or for the’ nation than to turn their prob- 
lems over to the Washington bureaucracy. 

Arizona presumably will be represented at 
the White House Conference on Aging. This 
state’s delegation should work toward a grass 
roots solution of the problem, and oppose every 
effort to allow the expansion of socialistic 
schemes at the expense of senior citizens. 


MEDICAL SCHOOL 


Tuan HAS been much discussion, conflict- 
ing opinions, conflicting statements of supposed 
fact. One is forced to wonder if the council of 
the Arizona Medical Association or its delegates 
reflect the opinion of its membership at large. 
Arizona Medicine is therefore conducting-a poll, 
hoping to obtain a large number of answers on 
the following questions. 


Results of this poll will be published if there 
are a reasonable number of answers to make it 
statistically significant. 

(1) Are you in favor of a medical school 
being established in Arizona at the present 
time? 

(2) If not now, when would you encour- 
age its establishment? 

(3) If a medical school is established, 
would you encourage its establishment at 
the Arizona State University, at the Univer- 
sity of Arizona, or in Phoenix under the aus- 
pices of the University of Arizona? 
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LETTERS TO THE EDITOR 


Leslie B. Smith, M.D., 

Secretary, 

The Arizona Medical Association, Inc., 
826 Security Building, 

Phoenix, Arizona. 

Dear Doctor Smith: 


| WISH to thank you and the council of the 
association for my membership in the 50-Year 
Club, for the very nice President's Dinner, and 
especially for the unexpected and wonderful 
gift of the 50-year plaque. It is beautiful and a 
prize to be cherished almost as much as one’s 
diploma. I will obtain one of those plastic covers 
to keep it new, and place on display. 
Altogether we had a very pleasant evening, 
met some old friends with whom we had worked 
in other years and places, and the San Marcos 
is a delightful place for the meeting. 
Sincerely yours, 
JAMES M. WALSH, M.D.., 
Ray, Ariz. 


Sir: 


I: L.B.S.’s perception of third party medicine 
compares to his historical knowledge of Caesar 
and Lenin, perhaps some of his editorial com- 
ments should be questioned more closely! It was 
Nero and not Caesar who fiddled while Rome 
burned. L.B.S.’s simile is good, though inaccu- 
rate as to name. Supposedly, Rome represents 
medicine as Dr. Smith visualizes it, and Caesar 
(Nero) represents the third parties. If L.B.S. 
was thinking of Rome in Caesar’s time, he will 
remember that it was powerful and flourishing. 
If he was thinking of Rome in Nero's day he re- 
members that it was decadent and rotting from 
within. Where does he believe medicine stands 
today? To me, it is powerful and at the apex of 
its glory. To me, there is more danger to organ- 
ized medicine from within than from without. 
The smug complacency and desire for the status 
quo which characterizes some of the factions of 
organized medicine, closely parallels the atti- 
tudes of Nero’s Rome. 

Was it not Bismarck instead of Lenin who 
wrote that socialized medicine is the keystone of 
the arch of the socialistic state? 

The editorial states that the author of “Third 
Party Problem” has “largely avoided the issue as 
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based on its merits and has not discussed the 
question as it relates to the quality of medical 
care in its role in the furtherance of socialism.” 
One judges the merits of ideas by assessing their 
moral values. Ethics, as defined by Webster's 
New Collegiate Dictionary, is “the science of 
moral values and duties; the study of ideal hu- 
man character, actions and ends.” Since third- 
party participation in medicine is an estab- 
lished, recognized fact, and since it is legal and 
ethical, it must have its merits. How would 
L.B.S. assess its merits otherwise? 


Quality of Care 


As to the quality of medical care in this coun- 
try at the present time, under third party ar- 
rangements, Dr. Smith should read “The Report 
of the Commission on Medical Care Plans.” After 
three and one-half years study, this committee, 
appointed by the board of trustees of the Ameri- 
can Medical Association, concludes on pp. 49 
(7) “that good medical care is being provided, 
within the scope of services offered, by the units 
(of the plans) visited” (18) “The professional 
training of physicians who provide services in 
the plans visited appears to compare favorably 
with that of other physicians in the community.” 
On pp. 52 is the statement, “The quality of med- 
ical care has improved for many low income 
groups now covered by these plans, since a con- 
siderable number live under conditions that 
have made the procurement of medical care a 
difficult problem.” 

The outspoken member of the editorial board 
of Arizona Medicine repeatedly refers to “third 
party control of medicine” and “socialized medi- 
cine” and their dire effects upon the United 
States. If and when we have third party control 
of medicine, and if and when we have socialized 
medicine, we will indeed be in a bad way. I was 
not cognizant of the fact that third parties con- 
trolled medicine, and will fight such control as 
vigorously as anyone else. It seems to me that it 
is about time certain doctors stop shadow-box- 
ing with the future as they attempt to depict 
the awful consequences of recognition of the 
present. If the medical profession does not ac- 
knowledge the rapid growth of third parties, it 
does have its head stuck in the sands of the past. 

L.B.S. writes of “brain-washing.” It is my im- 
pression that this was a repetitious procedure 
similar to the “hogwash” the medical profession 
has been given through the various journals in 
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so many articles. If one article, tucked between 
two more of these “brain-washing” gems can ac- 
complish so much, it is flattering indeed. In this 
democratic concept we cherish so much, let us 
hear both sides of the question! 

Is it so naive and defeatist to recognize a 
problem as it exists? Then I am guilty. Failure 
to recognize this problem should make us 
ashamed and ready to “stick our heads in the 
sands.” Coercion of some members of the medi- 
cal profession and the pious platitude of “free 
choice of physician” do not seem to be a solu- 
tion to the problem, nor do they appear to be 
compatible phrases. Since third party medicine 
is legal and ethical, and since most doctors al- 
ready are participating in one way or another 
in its activities, then doctors should have the 
privilege of choosing the extent of their partici- 
pation without senseless restrictions from some 
elements of organized medicine. 

Socialism is a repugnant state, yet to deny 
that it already has a strong grip is foolhardly. 
Third parties do not control medicine. The ar- 
ticle — “The Third Party Problem” — does not 
imply that it does or should. When it does, Dr. 
Smith’s prediction that the strongest link of the 
chain of socialistic slavery will have been forged, 
will be true. 

If there is a “little good in all that is bad, and 
a little bad in all that is good,” it is an obligation 
of the medical profession to nurture all that is 
good in the existing third party participation. To 
lump indiscriminately all third party arrange- 
ments as bad, is to do a grave injustice to most 
existing and some proposed third party plans. 

D. J]. HEIM, M.D. 
Tucson 

Editor's Note — Who is confused? Caesar — 
the title of the emperor of Rome from Augustus 
to Hadrian, or the emperor of the Holy Roman 
Empire? An emperor or dictator? L.B.S. is ac- 
curate. And Lenin must still be given credit in 
following the works of Marx. 
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Underweight Children Gain and Retain Weight 
with Nilevar® 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





*Brown, S.S.; Libo, H.W., and Nussboum, A. H.: Norethandrolone 
in the S ful M of A ja and ‘Weight Lag’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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EDITOR’S NOTES 
SURGICAL FORUM® 


(Continued) 


5. INTESTINAL OBSTRUCTION 
By Dr. Clarence Dennis 


NE MUST distinguish between high and low 
obstruction, whether it be in the large bowel or 
small. In discussing obstruction of the small 
bowel, five of six will be due to external herniae, 
adhesions or bands. In the greater percentage 
more than 50 per cent of those due to adhesions 
or bands will result from previous Gyn opera- 
tions. 

As to the mechanism of the development of 
the signs and symptoms of obstruction, if an ob- 
struction is caused in the terminal ileum of the 
dog, there is distension proximally within three 
to four days, resulting in a diameter of the prox- 
imal bowel three to four times that of the distal 
bowel. The intestinal content will contain about 
one-half of its material as fluid and the other 
half as gas. This small intestine is going through 
repeated small mixing waves every few seconds 
with a peristaltic wave every three to 10 sec- 
onds. Pain is noted upon stretch of the bowel 
and this becomes particularly evident with peri- 
stalsis and the resulting cramp-like pain. With 
the greater stretch, there is a higher pitch of 
the bowel tone and the top pitch being noted 
with the cramps of the patient. This finding, 
which occurs at every three to 10 minutes, is 
more reliable than the X-ray findings. Most of 
these patients will vomit, it being a prominent 
symptom. There is obstipation with no return 
even after an enema. 

Therefore, the signs and symptoms of small 
bowel obstruction, if it be simple obstruction 
are cramping pain, high pitched bowel sounds, 
vomiting, X-ray changes, marked distension and 
obstipation. With the development of strangula- 
tion, you have the above listed signs with some 
of the following: There has been a sudden onset 
with back pain, peritoneal irritation, fever and 
leucocytosis, possibly pelvic findings and shock. 
The arteries continue to pump blood in after the 
veins have been occluded, and one-third of the 
circulating blood may be found located in an 
isolated bowel segment. 

X-rays will reveal the jejunum to have cross- 
markings that are quite close together as com- 
pared to those noted in the colon. In Rigler’s 





*Surgical Forum — Los Angeles — March 1959. 


sign, where the obstruction is due to a gallstone, 
one is likely to note gas in the biliary tree. 

Causes of death without treatment are: Stran- 
gulation, shock, bacteremia and absorption from 
the gastro-intestinal tract. In high obstruction, 
there is a greater salt and water loss, resulting 
in a uremia. A toxicity is associated with the 
distension of the small bowel, greater absorp- 
tion occurring through the mucous membrane 
which is injured by its decreased blood supply. 
There is a specific toxin noted from the para- 
colon bacillus. 

Treatment consists of replacement of water 
and electrolytes. Get blood samples and correct 
the fluid and electrolyte deficiencies. As a rule 
of thumb, the patient is frankly dehydrated with 
a loss of 5 per cent to 6 per cent of the body 
weight. If one can estimate the amount of vom- 
itus lost, it will have a sodium chloride content 
equal to about one-half of isotonic saline. There- 
fore, mix the saline with an equal part of glucose 
and attempt to balance out what it is felt the 
patient has lost. 

Secondly, empty the intestine by decompres- 
sion. A Miller-Abbott tube may permit conserva- 
tive management. Mortality was 7 per cent with 
this treatment, but you must watch the patient 
every four hours. 

Both Dr. Dennis and Dr. Wangensteen have 
concluded that early operative management is 
desirable, as soon as the patient can be hydrated. 
They attempt to replace about 3 per cent of the 
body weight with parenteral fluids. Never close 
the abdomen over a distended intestine. At times 
using the Miller-Abbott tube as its decompres- 
sion method, or follow the system of Maddock, 
using a No. 19 needle, tunneling through the 
segment of distended bowel and aspirating the 
contents. Attempt to make the tunnel about 1 
cm. in length. No instance of infection from this 
procedure has been experienced. Or, the previ- 
ously recorded asceptic decompression of Wan- 
gensteen has been found very useful. Instead of 
the trocar as is so frequently used, simply in- 
serting a tube with a catheter and an insulating 
piece of soft rubber tubing is recommended. 
Very frequently the area of decompression is so 
close to the site of the anastamosis, if an anasta- 
mosis and resection must be carried out, that it 
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is unnecessary to do a closure or a suturing of 
the site of decompression. 


As to preventing the formation of adhesions, 
there have been attempts to cause them by the 
insertion of 7 per cent of iodine in alcohol, de- 
velop a few adhesions, scrub the area with a 
steel brush and insert the same solution and de- 
velop a few more adhesions. But many adhesions 
have developed following the use of talc or the 
various starches. In the case of starches, the ad- 
hesions are reabsorbed in two to three months. 
Washing the gloves in a basin is totally inade- 
quate. Cleaning off the gloves, using a wash- 
cloth is recommended as the most satisfactory 
method. 

In large bowel obstruction, that is of the colon 
and rectum, in two out of three cases there is a 
carcinoma of the wall. In one of three there is 
secondary cancer, hernia, volvulus of the sig- 
moid, or a diverticulitis. Cancer of the large in- 
testine usually presents warning signs for a num- 
ber of weeks prior to becoming a malignancy. 
In six out of seven patients, the obstruction is in 
the left bowel. X-ray findings are useful. The 
large bowel presents quite a different pattern of 
muscular activity unless it is low down in the 
right colon where there is marked distension of 
the small bowel. Vomiting is not a prominent 
finding. Fecal vomiting is not characteristic of 
large bowel obstruction. Fecal vomiting is de- 
pendent upon how long the content of the bowel 
has been present in the intestine. The variable 
competency of the ileocecal junction make de- 
ductions in regard to it totally unreliable. Stran- 
gulation of the colon as the result of malignancy 
is rare. 

Death in these cases is usually the result of a 
thin wall bowel with poor blood supply, result- 
ing eventually in a perforation of the anterior 
walls of the cecum. 

Treatment conissts of parenteral fluids, which 
may be given at a slower rate than in small 
bowel obstructions and then a performance of a 
cecostomy or a transverse colostomy. In a review 
of Dr. Coller’s cases, five of seven patients hav- 
ing cecostomy performed, five of seven died. 
The risk of a transverse colostomy is consider- 
ably less. It is best to encourage doing this trans- 
verse colostomy through a transverse incision, 
parallel to the course of the colon. 


Not infrequently an annular carcinoma with 
a fecalith or foreign body such as a prune seed 
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will develop an obstruction in one direction only 
and not with the administration of a barium 
enema. In reveiew of a series, 10 per cent of the 
patients with incomplete obstruction developed 
complete obstruction following the administra- 
tion of a barium enema. A nickel may be used 
over the umbilicus to identify the area. In gen- 
eral, a transverse colostomy in the right upper 
quadrant with almost a subcostal incision is pre- 
ferred. The Maddox technique is used to evacu- 
ate gas and permit a ready delivery of the trans- 
verse colon. In the presence of a right colon ob- 
struction, it is found simplest to do a right hemi- 
colectomy immediately. If necessary, decompress 
the cecum with a needle inserted into the cecum 
through the terminal ileum. 


6. A SURGEON LOOKS AT 
CHEMOTHERAPY FOR CANCER 


by Dr. Henry T. Randall 


It is felt that of the cancer cases we see, only 
about 25 per cent are potential cures. This cure 
rate can be improved somewhat by earlier diag- 
nosis, possibly by a more radical surgery, more 
likely by the use of chemotherapy and immunol- 
ogy in time. The same type of cancer will vary 
greatly as it appears in different hosts. There are 
chemically useful differences between the nor- 
mal cell and cancer cell in the same patient, 
making for a certain fallibility of the malignant 
cell. At present about two-thirds of some can- 
cers in mice can be cured chemically. Of the 
chemotherapeutic agents, there are the alkyla- 
ting agents where the reactive group is a nitro- 
gen with a bond to C*H‘Cl and to a second 
group of the same type. This must be injected. 
Or, a group of agents, as TEM, where the reac- 
tive factor is a linkage between nitrogen to CH? 
to another CH? and back to nitrogen. Both of 
these react with the nucleic acid. And then there 
are the methyl sulfo esters, such as Miloran 
which has a sulfa group connected to oxygen 
and to methyl groups. Or, tri-ethylene-phosphor- 
amide which seems to be helpful in breast can- 
cer. 

The substituted folic acids as Aminopterin 
and Amithopterin ( Methotrextrate ) and the sub- 
stituted purines and pyrimidines are the groups 
that seem to have effect on the solid tumors in 
man. Of the substituted purines, there are six 
mercapto-purines and six chloro-purines, and of 
the pyrimidines, five fluorouracils. 
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Azaserine and DON are showing good results 
in animals. 

The results of these chemotherapeutic agents 
are transient and temporary, but have resulted 
in the average prolongation of life in leukemia 
from 4% to 18% months, a development of the 
last six years. 

In lymphomas, Cortisone will precipitate brief 
remissions. In choreo-carcinoma you have a half- 
way homograft. Therefore, the results are not 
the same as will be noted in autogenous lesions. 


Dr. Creech has strongly encouraged local and 
organ perfusion. 

Separation of cancer cells from the blood has 
been effectively performed. In a neurofibrosar- 
coma, as high as 154 cells per cc. have been no- 
ted. This test permits a cancer cell count. Pa- 
tients have been found to be alive and well with 
no evidence of recurrence, who have circulating 
cancer cells in their blood. 

The administration of chemicals at an inef- 
fective level or the use of surgery will spread the 
cancer. This same situation can be duplicated 
by the administration of Cortisone, or by stress. 


The mortality at present is the same in a con- 
trol group as in patients receiving the alkylating 
agents. At least in studies that have been run for 
a period of six months. 

The local administration of chemicals as with 
the washing out of wounds, or the irrigation and 
scrubbing of the area, it seems that irrigation 
with scrubbing using a sponge would be helpful. 
Distilled water applied to a wound showed 20 
per cent takes if the area was scrubbed. Takes 
of 52 per cent if the wound was only irrigated 
with the distilled water. If the wound is irrigated 
with normal saline solution and scrubbed, there 
were only 28 per cent takes, which elevated to 
72 per cent takes if the wound was merely irri- 
gated with saline and not scrubbed. 

In treatment of the peritoneal cavity, the in- 
stallation of nitrogen mustard resulted in 80 per 
cent freedom from malignant cells, or the use of 
radioactive phosphorus, 96 per cent free. These 
are procedures to be considered. 

Scrubbing with normal saline solution does 
cut down the percentage of takes. Systemic 
chemotherapeutic agents seem to be of little 
help. There is a definite difference between can- 
cer and normal cells, and cancer does seem to 
be a systemic disease with a factor of host im- 
munity. 
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July, 1959 


“Topics of C ceiauat Medical Sswet 


HOSPITAL PATIENT RECORDS AVAILABILITY 
Ian M. Chesser, M.D. 


A LTHOUGH the opinion varies in many juris- 
dictions, it has been held quite universally that 
a patient’s record in a hospital is neither the 
property of the physician nor the patient, and 
merely resides in the hospital, with the hospital 
in the position of guardian. 

It is true that professional courtesy usually re- 
quires that a physician have the permission of 
another physician who may have had previous 
records on the patient; but it also applies that 
under the ethics as proposed by the American 
Medical Association, no physician shall deny to 
a colleague the previous records on a patient. 

I should like to call your attention to this 
statement in the publication of the American 
Medical Association, dated June 7, 1958, enti- 
tled: “Principles of Medical Ethics: Opinions 
and Reports of the Judicial Council,” identified 
as Section 9, Page 50: 

“The interest of the patient is paramount in 
the practice of medicine; and everything that 
can reasonably and lawfully be done to serve 
that interest must be done by all physicians who 
have served or are serving the patient. When a 
colleague who is presently treating a patient re- 
quests records from another physician who has 
formerly treated the patient, that former physi- 
cian should promptly make his records available 
to the attending physician. 


“No set rule can be laid down to cover the 
manner in which the records are to be transmit- 
ted to the atending physician. Under some con- 
ditions a personal inspection of the records 
might suffice; under others an oral report of 
what is contained in the records would be of 
help; or in other circumstances a summary of 
the records might be made. In extreme cases a 
physician might lend his complete record to the 
attending physician.” 

The judicial council assumes, of course, the 
proper authorization for the use of these records 
has been granted the physician by the patient. 

I believe that the point to be made in this dis- 
cussion is that in all instances, previous records 


of the patient should be obtained with the per- 
mission of the patient — this permission having 
been given, no physician or hospital could re- 
strict a physician from obtaining such records, 
since the patient can, by his own permission, 
waive the privilege of communication that exist- 
ed between himself and his prior physician. 
Solution Suggested 

I have long felt that this problem would come 
to an end if the patient were required to sign a 
statement on his admission to the hospital, much 
the same as he does when he applies for an in- 
surance policy, making available to a named 
physician all records — both present and past — 
which might be required in the treatment of the 
present existing condition which required hos- 
pitalization. 

It has been noted that people outside the pro- 
fession — such as an attorney — may obtain hos- 
pital records for their study simply by obtaining 
the permission of the patient. It is true that in 
the face of the objection of the patient’s physi- 
cian, he may simply obtain a subpoena — and 
so there is very little point in a physician’s reg- 
istering his objection to the release of such rec- 
ords. It is important to note that the point on 
which this whole matter turns is obtaining the 
permission of the individual about whom the 
records were made. 

There is one other point which should be indi- 
cated: That those records made in the hospital 
by the nurses and other hospital employes are 
merely administrative in nature, and it is doubt- 
ful that any privilege exists concerning these rec- 
ords. The notes and diagnoses recorded by the 
physician, however, remain as privileged com- 
munications between himself and the patient — 
and can only be waived by the patient, not by 
the physician. 

It appears that all that is necessary is to have 
the permission of the patient in order to obtain 
these records; and that this might be expedited 
by having this permission incorporated in the 
admission agreement that the patient signs on 
being admitted to the hospital. 
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THE ARIZONA MEDICAL ASSOCIATION, INC. 


1958-59 ANNUAL REPORT OF THE 
PROFESSIONAL BOARD 


T HE FIRST meeting of the present board, as 
constituted in personnel, was held in Phoenix on 
Aug. 10, 1958. At that time, some reorganization 
of the activities and reassignments was accom- 
plished and it became evident in the literature 
facing the board at that time that several basic 
problems projecting into the future, were be- 
coming paramount in importance; primarily, that 
dealing with the current national trend on the 
care of the aging and problems of aging. A vol- 
luminous file of literature had been received by 
the board at this meeting and Doctor Lowell 
Wormley was appointed as the subcommittee 
chairman on the problems of the aging and the 
aged. 

In the August meeting, the board recommend- 
ed, in principle, the acceptance of a resolution 
to establish an Arizona Central Cancer Registry. 

Crippled Children’s activities on that date em- 
braced information with respect to requests on 
the part of the Arizona Society for Crippled 
Children and Adults, seeking assistance from the 
state medical association in the establishment of 
a statewide case finding program by appoint- 
ment of a medical advisory committee. Dealing 
with the philosophy of such multiple activities 
requesting multiple advisory boards could snow- 
ball into a prohibitive scope of activity on the 
part of the medical society for any and every 
organization dealing with health that requests 
such aid; it was felt that a study of the require- 
ment for crippled children’s services and activi- 
ties of associations dealing with physical disabil- 
ities should be surveyed sufficiently to find out 
where reduplication of effort is being encoun- 
tered in the state and try then if this board is to 
recommend advisory committees to such organi- 
zations, that reduplication of services be dis- 
pensed with, and such advisory committee being 
able to apply itself in one effort rather than in 
multiple efforts for any and every organization 
desiring such advisory service. This activity was 
tentatively shelved until all information avail- 
able could be received and then passed on by 
the board for final recommendations to the state 
council. It will probably require a year before 
such tentative survey can be completed and such 
recommendations can be made. 





Tuberculosis 

With respect to tuberculosis, it has been noted 
that difficulty in development of a uniform case 
finding system for this state has been encoun- 
tered. In addition to this, some difficulty in con- 
trol and reporting as well as in diagnostic cri- 
teria for tuberculous cases have been encoun- 
tered in the state, particularly is this so with re- 
spect to out-of-state transients who come to Ari- 
zona. After considerable discussion on this mat- 
ter, the board recommended to the council es- 
tablishment of a policy supported by the state 
association in cases of suspected active tubercu- 
losis, the physician in charge of the patient sub- 
mit to the Arizona State Department of Health 
a report on the chest films certified and signed 
by qualified radiologists. That the physician sub- 
mit a report on a series of three gastric washings 
by a certified laboratory, signed by a certified 
clinical pathologist, and that such procedures be 
carried out within 30 days of the request by the 
state health department. This, from all the dis- 
cussion, was felt to be important to try and 
standardize the essential requirements for diag- 
nosis of such disease and aid in clarifying for 
the state health department such active cases. 


Osteopaths 

The board passed on an opinion with respect 
to industrial commission request for aid in es- 
tablishing relationship between osteopathic and 
legitimate medical consultations on industrial 
problems which require medical consultation, 
and the professional board itself went on record 
to the council recommending that the industrial 
commission need establish its own rules and reg- 
ulations referable to osteopathic consultations. 
The industrial commission by law has control 
over its own patients and since acceptance of 
osteopathic and other branches of the healing 
art are recognized by the commission, it is felt 
that it is their problem to clarify any needed 
consultation among these branches of the heal- 
ing arts, and it is not in the scope of doctors of 
medicine, through this board, to regulate such 
consultation requirements by the industrial com- 
mission. 

Blue Shield 
A second meeting of the board was held on 


Oct. 12, 1958, in Tucson, Ariz., at the Pioneer 
Hotel and a major problem referable both to ac- 
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tivities of the problems of the aging as well as a 

request by the state society of pathologists re- 

ferable to transfer of pre-paid medical services 

to Blue Shield was considered at that meeting. 
Aging 

The society of pathologists apparently have 
requested that the professional board consider 
a request by them that pre-paid medical serv- 
ices, particularly with respect to laboratory and 
tissue study services as now pre-paid by Blue 
Cross should be separated from Blue Cross and 
transferred to Blue Shield and paid directly to 
the doctors as practicing physicians. 

Doctor Wormley, the subcommittee chairman 
on problems of aging, had attended a national 
meeting in Chicago at the request of the board, 
and he reported on the broadening and increas- 
ingly active scope nationally in the field of med- 
icine in the problems of aging. Here again, the 
professional board has recommended a policy 
of interest and active investigation, but one of 
caution in unbridled enthusiasm toward pursu- 
ing and setting up all recommendations made by 
the national movement as applied to this state 
until complete information referable to the spe- 
cific problems can be obtained from local county 
societies as a guide for further action. 

At the present time this problem with respect 
to the pathalogists, etc., is unresolved and it is 
still being actively pursued, but will have to 
await some action on the part of pathologist 
groups before definitive recommendations can 
be made. 

Cancer and Aging 

The next meeting of this board was Dec. 7, 
1958, in Phoenix, and once again the pre-paid 
medical services problem was brought up and is 
still unresolved. Problems of specific recom- 
mendations referable to a central cancer registry 
have already been forwarded to the council and 
have been accepted and passed on by the coun- 
cil. Geriatrics and the problems of the aging be- 
comes an ever increasing problem with respect 
to this committee’s activities. The voluminous 
file of literature passing over the desk of the 
chairman indicates that apparently a nation-wide 
enthusiastic drive toward manufacturing a new 
agency is under way, and the board as a group 
still recommends caution, observation and intel- 
ligent consideration of the various aspects of 
this move that come before it before making 
any radical change in the state’s medical ap- 
proach toward care of the aging. 
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Hypnosis 

Mental disease problems with respect partic- 
ularly to hypnosis as they pertain to both the lay 
literature and to the spectacular in public rela- 
tions, is being brought out in correspondence to 
this board. Doctor Gregory has reported on this 
and the state association has been reminded of 
the report of the Council on Mental Health, of 
the AMA, contained in Volume 168, No. 2, of 
the Journal of American Medical Association, 
dated Sept. 13, 1958, reiterating the stand of 
the board and of the society referable to pro- 
priety in pursuit of hypnosis in medical therapy. 


Lax Reporting 

There has been a specific deficiency on the 
part of practicing physicians, members of the 
society, in reporting communicable disease as 
required by law. This is again brought to the at- 
tention of the members, through recommenda- 
tion of the board, at the request of the Arizona 
State Department of Health. It is a requirement 
of practicing physicians that reportable com- 
municable diseases be reported to the state 
board of health periodically as indicated in the 
directive by the state board of health. This 
should be brought repeatedly to the attention 
of practicing physicians in Arizona. 


Fee Schedules 


At this meeting, a further knotty problem is 
being posed which will be considered in the 
next year — fee schedules for industrial, health 
and accident policies, independently of indus- 
trial commission activity, will be considered. A 
specific problem has been posed by the Pima 
County Medical Society to the board and the 
problem will deal specifically with non-indus- 
trial commission injuries and dependent sickness 
and accident policies requesting of various local 
medical groups a commitment on a “reasonable 
and equitable fee for services rendered.” The 
ethical status of such commitments and the de- 
sirability of fostering such program will be con- 
sidered by this board as meetings continue. 


Aging 

The board met again on March 1, 1959. The 
problems of the aging continue to be one of the 
biggest time consumers of this board’s activities 
and probably will be for a year or two until ei- 
ther a move is well under way, or the entire pro- 
gram has been dropped. The latter possibility 
seems remote. 
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Survey 


Survey of crippled childrens’ facilities in the 
State of Arizona is being pursued by Doctor 
Fife, who is now subcommittee chairman on the 
crippled children’s committee, and particularly 
is this activity important to answer the requests 
of the various agencies for advisory committees 
from the medical society as well as a new move 
which is paralleling and comparable to the prob- 
lems of the aging, i.e., that on “rehabilitation.” 
There is an ever increasing amount of corre- 
spondence coming thorugh the files of the chair- 
man on this board referable to a nation-wide 
move on rehabilitation service and rehabilitation 
activities, even to the employment of the physi- 
cally handicapped, and it would seem that be- 
fore another year has gone by, the aging and 
rehabilitation will be totally time-consuming for 
this board. An attempt to get some preliminary 
information of the state facilities and the organi- 
zation of these is being made before the board 
itself is swamped with further moves, plans and 
progress along these lines. 

Polio Program 

On the date of the March 1 meeting, maternal 
and child health reports indicate the need for 
correlating the control, practice and recommen- 
dations for poliomyelitis vaccine and this is be- 
ing worked out with the pediatric groups in the 
state to revitalize the polio innoculation pro- 
gram and to pursue public education with re- 
spect to publicity along these lines in order to 
stabilize and standardize practices and recom- 
mendations referable to polio vaccine. This is 
being implemented by Doctor Semoff through 
the maternal and child health program. 


Medical Education 


At this same meeting, one of the functions of 
this board, i.e., that of medical education and 
particularly with respect to the seminar program 
was brought up. In the past, seminars have been 
given throughout the state, but in the last year 
or two that they were given, interest did not 
justify the expenditure of effort and money for 
value received for the outlying areas of medical 
practice. For this reason, the board feels that the 
state annual meeting is the place for the medical 
education that this board can offer, i.e., the vari- 
ous problems with respect to political and scien- 
tific medicine in the state that are brought across 
the desk of this board during the year should be 
brought out and emphasized in state meetings so 
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that the various problems confronting the medi- 
cal society in the state can be expanded and 
clarified to the various members for both edu- 
cation and improvement of medical practice in 
the state. To this end, the board is suggesting 
to the council, consideration of assigning this 
board the responsibility of year after year in 
continuity, the setting up of scientific programs 
for the annual meeting or a close liaison with 
the scientific program committee in such a way 
that the various problems that need emphasis to 
the members of the state society can be brought 
into proper focus each year at the state meeting. 
This is a recommendation, and the board itself 
is willing to accept as much responsibility as the 
council cares to impose on it toward first of all 
improving the teaching requirements of the pro- 
fessional board, as well as apprising the society 
members of the various medical problems that 
arise from year to year. 
State Laboratory 

At this same meeting, Doctor Salsbury, head 
of the state department of health, informed the 
board that a bill presented to the state legisla- 
ture requesting monetary appropriations for a 
state laboratory in Tucson was having difficulty 
in passing. Doctor Salsbury pointed up the value 
of such a laboratory in Tucson for the future 
and recommended that Pima County members 
of the society investigate their desires referable 
to such a state laboratory, and if it is desired by 
the Pima County members, then influence should 
be exerted upon the legislators to have such a 
program passed adequately to justify the labora- 
tory being set up in Tucson as a branch of the 
central state health laboratory. Once again at 
this meeting, further lay programs aimed at 
health activities were considered, i.e., the Na- 
tional Foundation for Poliomyelitis and _ its 
branching out into arthritis and other disease 
groups. Doctor Semoff is to report on this in 
coming meetings and recommendations from 
this board will be forthcoming as further infor- 
mation is obtained. 


Conclusion 


In conclusion, in the past year this board has 
been very active from a standpoint of work, and 
has been rather sterile insofar as specific accom- 
plishments are concerned, however, the broad 
base of information that has been hassled over 
in the past year will lead to clearing up many 
of the problems that have been hanging fire over 
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the past two or three years, and it is felt in the 

next year specific recommendations to clarify 

most of this business from the board to the coun- 
cil will be accomplished. 

Respectfully submitted, 

JOHN R. SCHWARTZMANN, M.D., 

Chairman, 

Professional Board 

1958-59 ANNUAL REPORT OF THE 
PROFESSIONAL LIABILITY INSURANCE 
INVESTIGATING COMMITTEE 


No SIGNIFICANT new progress has been 
made during the past year. 

The committee reviewed a detailed proposal 
made by the National-Heard Insurance Agency 
offering group malpractice coverage through 
Lloyd’s of London. It was concluded that this 
proposal was not one which met the numerous 
requirements felt to be essential by the commit- 
tee. 

As stated in our last report, the committee 
feels that the trend nation-wide is for increased 
claims, judgments and premium rates; that an 
active group malpractice plan which includes a 
vigorous claims prevention program offers the 
best protection against these adverse trends and 
the best outlook for premium reduction based 
on a favorable experience. 

Currently no suitable group proposal is avail- 
able which could be offered at a premium that 
would lead us to believe that it would have 
wide-spread adoption among the membership. 

Respectfully submitted, 
HOWARD C. LAWRENCE, M.D., 
Chairman, 
Professional Liability Insurance 
Investigating Committee 
1958-59 ANNUAL REPORT OF THE 
HISTORY AND OBITUARIES COMMITTEE 


iy IS RECOMMENDED that the collection of 
medical historical material, of the late Orville 
Harry Brown, M.D., of Phoenix, be properly 
bound. The committee has sorted, pasted, and 
alphabetized the 1,900-odd items which Doctor 
Brown collected. We cherish the wish that this 
will be the first document in a projected archives 
of the history of medicine in the State of Arizona. 

It is further recommended that a prize of $50 
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be set up as an award for essays, or other his- 
torical writings on medical history in our fair 
state. This could be offered to the students in 
the department of history who are in a college 
or university in Arizona. This might stimulate a 
certain amount of interest among the profession- 
al historians in the state who would therefore 
add further material to this projected, medical 
historical archive. 

These recommendations may be the obituary 
of the present committee on history and obitu- 
aries. The committee is unanimous in its belief 
that some consistence in recording Arizona med- 
ical history has been too long delayed. 

Respectfully submitted, 
JOHN W. KENNEDY, M.D., 
Chairman, 
History and Obituaries Committee 


1958-59 ANNUAL REPORT OF THE 
MEDICARE ADJUDICATION COMMITTEE 


low MEDICARE adjudication committee 
has met solely to consider problems of charges 
made prior to the curtailment of the program by 
congress. Opinions have been reached at these 
sessions, not always to the satisfaction of the 
physicians involved, but only after careful and 
mature consideration of all the factors involved. 


The committee recommended to council that 
the present contract be extended for another 
year as a means of providing care to dependents 
whose sponsor is overseas. 


It is not anticipated that the committee will 
be very active in the future inasmuch as the cur- 
tailment of the program removed most of the 
problems which required action in the past. 

Respectfully submitted, 


PAUL B. JARRETT, M.D., 
Chairman, 
Medicare Adjudication Committee 


FEE AND CONTRACTUAL MEDICINE 
COMMITTEE 


—_— OF the fee and contractual medi- 
cine committee of The Arizona Medical Associa- 
tion, Inc., held in Phoenix, Ariz., Monday, April 
27, 1959, convened at 8 p.m., Hayes W. Cald- 
well, M.D., chairman, presiding. 

Roll Call 
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Present: 
Drs. Caldwell, Hayes W., chairman 
Present: Drs. Caldwell, Hayes W., chairman 
Edel, Frank W. 
Findlay, Francis M. 
Jarrett, Paul B. 
O’Hare, James E. 
Smith, Leslie B., secretary 
Tuveson, Leo L. 
Excused: Drs. Beaton, Lindsay E. 
Manning, W. R., president 
Steen, William B. 
Drs. Fisher, Seymour, 
Hospital, Phoenix 
Sprague, Lavern D., Tucson 
VA Schedule of Fees — Medical Services — 
Outpatients 
The order of business was changed due to 
the presence of Doctor Fisher, representing the 
VA hospital, and question of fee schedule for the 
veterans’ administration discussed. Doctor Fisher 
presented the proposed fee schedule M-1, a copy 
of which is placed on file. Considerable discus- 
sion by all members present, including the 
guests, followed. 


Guests: manager, VA 


It was moved, seconded and unanimously car- 
ried that we go on record as rejecting the sched- 
ule as presented and that we recommend to 
council that a plan be formulated based on the 
unit value of 500 for medicine and 475 for sur- 
gery. 

AMA Commission On Medical Care Plans 

The next order of business was the AMA Com- 
mission on Medical Care Plans report relative to 
free choice of physician and closed panel sys- 
tems. Due discussion ensued. 

It was moved, seconded and unanimously car- 
ried that we re-affirm our previous stand that 
we are opposed to any system of the practice of 
medicine which denies the patient a reasonable 
free choice of physicians. 

Pima County Medical Society — Hughes Aircraft 
— Insurance Program 

The next order of business was the Pima 
County Medical Society — Hughes Aircraft in- 
surance plan. 

It was moved, seconded and unanimously car- 
ried that we again go on record as accepting 
their principle of the California schedule with a 
factor of 5 for the purpose outlined. 

Industrial Commission Fee Schedule 
It was stated by the chairman that to date we 
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had not received any further communication 
from the industrial commission. 

Doctor Tuveson discussed the point of prop- 
erly coding doctor’s request for payment and 
stressed that all the doctors in the state be re- 
quested to properly code their statements. It 
was the general consensus that we should again 
try to bargain with them relative to the desires 
of the various specialty groups after such time 
as the industrial commission reports to us on 
their experience as they are now operating. 

It was also stated that this committee could 
find no objective evidence of good faith so far 
on the part of the industrial commission. 

Meeting adjourned at 10:15 p.m. 

LESLIE B. SMITH, M.D., 
Secretary 
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The hypertensive under treatment is frequently burdened 
with side effects of therapy including states of depression, 
fatigue, and lethargy. He finds little joy left in his life 
and laughter is almost a forgotten experience. 


With RAUTENSIN and RAUVERA, two unique and depend- 


able antihypertensive agents, patients feel better, have a 
brighter outlook and blood pressure is safely reduced. 


f 
‘blood pressure ™ in mild hypertension 


RAUTENSIN provides smoother antihypertensive action 


is eontrolled By with no sudden rebounds or abrupt declines, and can be 


given over long periods of time without impairing mental 
alertness, producing excessive lethargy or drowsiness. 


safely and When tachycardia is present, RAUTENSIN slows heart rate 
10 to 15 per cent. RAUTENSIN is less likely to cause mental 


eff ectivel depression.’ The apprehensive hypertensive is calmed, yet 
bs ’ side actions are “... either completely absent or so mild 
as to be inconsequential.””* 


RAUTENSIN 


each tablet contains 2 mg. of the purified alseroxylon complex of 
Rauwolfia serpentina 





Dosage: For the first 20 to 30 days, 2 tablets (4 mg.) once daily, 
at bedtime. Thereafter, a maintenance dose of 1 tablet (2 mg.) 
daily will suffice for most patients. 


; 


in moderate to severe hypertension 


RAUVERA produces smooth and steady antihypertensive 
action which persists over the entire twenty-four hours 
without peaks and valleys...no “saw tooth” effect. 
Patients show a marked subjective as well as objective 
improvement with a significant drop in blood pressure, 
yet with a very low incidence of side effects.* Abrupt rise 
in blood pressure does not occur even when therapy is 
interrupted.* Tolerance does not develop on prolonged 
administration: Sensitization reactions or postural hypo- 
tension do not occur. Headaches, fatigue, insomnia and 
“heart consciousness” rapidly disappear, leaving the 
patient feeling well and asymptomatic. 


RAUVERA 


each tablet contains 1 mg. of purified alseroxylon complex of Rau- 
wolfia serpentina and 3 mg. alkavervir (Veratrum viride fraction) 


Dosage: One tablet 3 or 4 times daily, ideally after meals, at inter- 
vals of not less than 4 hours. 


1. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 
2. Terman, L. A.: Illinois M. J. 3:67, 1957. 

3. La Barbera, J. F: M. Rec. & Ann. 50:242, 1956. 

4. Bendig, A.: New York J. Med. 66:2523, 1956. 


SMITH-DORSEY - a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 
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ARIZONA POISONING CONTROL INFORMATION CENTER 
MOTH BALL POISONING IN CHILDREN 


D srtre THE odor and size of moth balls, 
children, especially under the age of five, appear 
to be attracted to them. The Arizona Hospital 
Poisoning Control Treatment Centers have re- 
ported several cases of ingestion of moth balls 
by these toddlers. Parents should be warned to 
keep these tempting, shiny, white objects out of 
reach of their children. 

The most common constituent of moth balls 
is naphthalene. The toxicity of this chemical 
agent is not generally appreciated. It has only 
been in the recent past that case histories in this 
country have been reported revealing the poten- 
tial danger of naphthalene moth balls. In fact, 
as late as 1948, certain standard textbooks on 
pediatrics stated that, since naphthalene in moth 
balls is not soluble, it passes through the di- 
gestive tract without absorption and is harm- 
less. Since 1949, several reports in the literature 
describe severe toxic symptoms resulting from 
the ingestion of naphthalene moth balls. Al- 
though naphthalene is insoluble in water, ab- 
sorption from the gastrointestinal tract does oc- 
cur; apparently, the high vapor pressure of this 
compound facilitates absorpiton'. The toxic dose 
is not known, but as little as one naphthalene 
moth ball (0.5 Gm.) has produced toxic symp- 
toms. In some cases, children have tolerated 
larger amounts without ill effects; however, this 
is probably related to varying degrees of ab- 
sorption.', *. 

Acute hemolytic anemia is the most serious 
effect that may follow ingestion of naphthalene 
moth balls. Naphthalene itself is not hemolytic, 
either when injected directly into the blood 
stream or when added to a suspension of ery- 
throcytes. There is evidence to suggest that the 
toxic metabolites of naphthalene, primarily al- 
pha naphthol, are responsible for the hemolytic 
effects.*,4 When acute intravascular hemolysis 
occurs, it usually begins within three to five days 
after ingestion and is accompanied by anemia, 
pallor, leucocytosis, tachypnea, hemoglobinuria, 
and jaundice. The urine is dark or port wine in 
color, and, as a rule, free of red blood cells. Re- 
nal tubular blockade and acute renal failure may 
follow the acute hemolytic crisis. Heinz bodies 
in the red blood cells are found before the hem- 
olytic process becomes evident and are, there- 


fore, of prognostic value in determining in which 
patients hemolysis may develop.' 

Other symptoms associated with acute naph- 
thalene intoxication from ingestion of moth balls 
include abdominal cramps with nausea, vomit- 
ing, and diarrhea. These symptoms appear in 
one to two days following ingestion. 

Another potential danger from naphthalene 
moth balls should be noted. A number of cases 
involving infants have been reported in which 
acute hemolytic anemia accompanied naphtha- 
lene intoxication as a result of absorption of this 
compound from diapers which had been stored 
in naphthalene moth balls. The oil employed on 
the skin of the babies was believed to facilitate 
absorption of the naphthalene.*,® 

Treatmert of acute poisoning from naphtha- 
lene is primarily supportive. Replacement of the 
hemolyzed blood by whole blood or packed red 
blood cells is of primary importance. Corticos- 
teroids and corticotropin appear to have been 
beneficial in a few cases of naphthalene hemo- 
lysis.',® To allay gastrointestinal distress, demul- 
cents such as milk, egg white, and gelatin are 
useful, but oils should be avoided, because they 
may promote absorption of the naphthalene.® 

In the event that a child swallows a moth ball, 
the preferred method for removal is induced 
emesis, since moth balls are too large to pass 
through a gastric lavage tube. In vitro studies’, 
employing a modified USP XV Tablet Disinte- 
gration Test*® in the presence of simulated gas- 
tric fluid or simulated intestinal fluid for periods 
as long as 24 hours, resulted in little disintegra- 
tion of naphthalene or paradichlorobenzene 
moth balls. However, on the basis of differences 
in the weight of the moth balls before and after 
the tests, it was noted that a small proportion of 
each moth ball dissolved in the simulated di- 
gestive fluids. Following emesis, a saline ca- 
thartic such as sodium sulfate in water should 
be administered.® 

Paradichlorobenzene is also used in moth 
balls; however, it is considered to be less toxic 
than naphthalene. Irritation of the eyes and nose 
follow inhalation of high concentrations of this 
compound, but no acute human toxicity has re- 
sulted from ingestion of paradichlorobenzene’®. 
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STATISTICS OF 126 POISONING 
CASES IN ARIZONA DURING APRIL 
1959 


Per Cent Number 


Age: 
Under five years .......... 70.6 89 
Sex Op ED FORTS .. .. 2.0200: 4.8 6 
fe LO arr 11.9 15 
Sh 00.43 FORRES «4... 0 c0ees 7.1 9 
Over 45 years ............ 2.4 3 
8 ee 3.2 4 
Nature of Incident: 
CE Chi ccc cance eeeas 81.0 102 
EE io awnin es weaned 19.0 24 
Time of Day: 
Between 6 a.m. and noon .. 19.8 25 
Between noon and 6 p.m. .. 34.9 44 
Between 6 p.m. and midnight 26.2 33 
Between midnight and 6 a.m. 3.2 4 
Not reported ............. 15.9 20 
Outcome: 
RNIN, cchineene eeu agate 100.0 126 
RE tis his Gas owenetee 0.0 0 


Per Cent Number 
Causative Agents: 


Internal Medicines 


EE cittaeeesee pee gank 23.8 30 
Other analgesics .......... 4.0 5 
ED wa nag ciawias nage 14.3 18 
Antihistamines ............ 4.8 6 
NE edd ands aw deere 4.8 6 
Cough medicine .......... 0.8 1 
PEE kanes addenae’ 4.0 5 
RE on v6G4c8 tesecus ewan 5.6 7 


Subtotal 62.1 78 
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External Medicines 


EE Ee 0.8 1 
EE betscecsedeunhe 0.8 ] 
EG cs ka Aad eh eee 0.0 0 
Subtotal 1.6 2 
Household Preparations 
Soaps, detergents, etc. ..... 0.8 1 
EE ok so wicvawan 1.6 2 
EE ere 4.0 5 
Lye, corrosives, drain 
MEE oe ccc ce cuadewce 1.6 2 
Furniture and floor polish . 0.0 0 
Subtotal 8.0 10 
Petroleum Distillates 
SS nino ras agg hale wd 4.0 5 
i ei a ea 3.2 4 
Others (turpentine) ....... 0.8 ] 
Subtotal 8.0 10 
CS ns ce wcakusawewsan 0.8 1 
Pesticides 
Insecticides (1 moth balls) . 2.4 3 
Rodenticides ............. 0.0 0 
She ob Sue Pa ak Ree 0.0 0 
Subtotal 2.4 3 
Paints, Varnishes, Solvents, etc. 
FRE GENO cdcuisetadones 0.8 ] 
Plants 
(castor beans, oleanders) .. 4.8 6 
Miscellaneous 
(weed killer, matches, glue, 
Rit dye, dog cleaners, etc.) 8.7 17 
re 3.2 4 
TOTAL 100.0 126 


WILLIS R. BREWER, Ph.D. 
Dean, College of Pharmacy, 
The University of Arizona 


ALBERT L. PICCHIONI, Ph.D. 
Pharmacologist and Director 
Arizona Poisoning Control Program 


LINCOLN CHIN 
Pharmacologist 
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An Ethical Professional 
Service for Your Patients 
Founded 1936 





WHEN 4% =23% 


The other day a doctor said, ““My credit 
losses are only 4 per cent.” 


BUT DOCTOR .. . Business firms figure 
their credit losses only on the amount of 
business that is credit, rather than their 
total sales. 


This doctor then subtractd his cash pa- 
tients, Industrial Commission patients, 
and patients’ insurance payments from his 
total income and figured the losses against 

this figure. Instead of 4 per cent it was 23 
per cent for credit losses. 


@ Medical & Dental suggests you use the 
Budget Plan for only those certain patients, 
not for your entire practice. 


i 
j 


Nedieal 8 Dontal Finance Furcan 


First Street at Willetta ° Phoenix ’ AL 8-7758 
31 North Tucson Boulevard @ Tucson © MA 3-9421 
456 North Country Club Drive © Mesa © WO 4-5668 
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PARLIAMENTARY PROCEDURE* 


THE MEDICAL MEETING 
“What Do I Want To Do?” 
Introduce business? 
Main motion (MM ) 
Kill a motion? 
Postpone indefinitely (S7 ) 
Modify or change? 
Amend (S6) 
Commit or refer ($5) 
Let a few study a matter? 
Commit (S5) 
Defer action? 
Postpone to definite time ($4) 
Make a special order 
Table (S1) 
Reconsider and enter in the minutes (U2) 
Fix a time to attend to a matter? 
Postpone to definite time (S4) 
Make a general or special order 
Stop or limit debate? 
Previous question (S2) 
Modify debate (S3) 
Suppress the question? 
Object to consideration (18) 
Postpone indefinitely ($7) 
Table (suppresses temporarily) ($1) 
Object to a decision of the chair? 
Appeal (11) 
Do something contrary to rules? 
Suspend the rules (13) 
Do something contrary to by-laws? 
Change the by-laws (MM) 
Correct procedure? 
Rise to a point of order (14) 
Make a request? 
Rise to a question of privilege (P4) 
Rise to a parliamentary inquiry (15) 
Rise to a point of information (15) 
Determine the correctness of an announced vote? 
Call for a division of the assembly (17) 
Consider a question a second time? 
Take from the table (U1) 
Reconsider (U2) 
Rescind (U3) 
Bring the question again before the assembly? 
Take from the table (U1) 
Take up a postponed question before its 
proper time 
Discharge a committee 


°From an exhibit, What Do I Want to Do in the Medical Meet- 
ing? G. F. Schmitt, M.D., F.A.C.P., Registered Parliamentarian, 
30 S. E. 8th St., Miami, Fla. 


Reconsider (U2) 
Reconsider and enter on the minutes ( U2) 
Rescind (U3) 
Renew 
Repeal an action? 
Reconsider (U2) 
Rescind (U3) 
Prevent final action in an unrepresentative 
meeting? 
Reconsider and enter on the minutes ( U2) 


DEFINITIONS 

A main motion is a statement by a member 
that the organization should take certain action 
on a matter or express its opinion on a subject. 

A subsidiary motion is a motion to modify, 
delay, or otherwise dispose of a pending motion. 
The subsidiary motion supercedes the other 
motion for the time being and must be acted 
upon before action can be taken on the primary 
motion. Each subsidiary motion has a definite 
rank. When a given subsidiary motion is made, 
any one above it is in order while any one 
below it is out of order. The subsidiary motions 
are in order of rank: (1) To table, (2) To 
move the previous question, (3) To modify 
debate, (4) To postpone to a definite time, 
(5) To commit or refer, (6) To amend and, 
(7) To postpone indefinitely. 

A privilege motion has nothing to do with 
the pending question, but is of such importance 
that it must be acted upon at once. They, too, 
have a definite rank as follows: (1) To fix a 
time at which to adjourn, (2) To adjourn, (3) 
To recess, (4) To rise to a question of privilege, 
(5) To call for orders of the day. 

An incidental motion is one that arises out 
of a pending question and must be decided 
upon before that is settled; or of a question 
that has just been pending and must be decided 
upon before any other business is taken up; 
or that relates to the business of the assembly. 
They have no rank, and are in order whenever 
they are incidental to the business of the as- 
sembly, regardless of the rank of the pending 
motions. They are to appeal from a decision of 
the chair, to withdraw a motion, to suspend 
the rules, to rise to a point of order, to make 
a parliamentary inquiry, to request information, 
to divide the question, to divide the assembly, 
to object to consideration of a question, to close 
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Majority 
to order a count Yes No Any motion None 


No No 


No 


.. To divide the 
assembly 


17 
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§ 1-11 
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vote only 
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nominations, to consider seriatum, to read a 


paper. 
Certain motions do not fall into any of the 
above groups and are, therefore, all called un- 
classified motions. These are to take from the 
table, to reconsider, to rescind, and to ratify. 


JUST ONE TABLET DAILY 


provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions... 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sulfamethoxypyridazine Lederie 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of Gus 
AMERICAN CYANAMID COMPANY, Peari River, New York 











or 
Alpin 2-1573 


in Arizona Since 1920 




















Property Suitable For Medical Offices 
3014 N. Campbell, Tucson 
Will remodel to suit tenant. Available September Ist 
Please contact owner: 
EMIL LARSON 


4814 N. Damen Ave. Chicago 25, Illinois 
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THE MEDICAL EDUCATION SITUATION * 


EXTENSION OF REMARKS 
of 
HON. CLARK W. THOMPSON 
of Texas 
in the house of representatives 
Thursday, April 23, 1958 


Me THOMPSON of Texas. Mr. Speaker, I 
am interested in the medical education situa- 
tion in the United States, particularly because 
the University of Texas Medical School is in 
Galveston, my hometown. With no little concern 
I have noted in recent months that the medical 
profession has been under attack in several 
areas of the press. As a result, I conferred with 
Dr. John Truslow, director of the Texas Uni- 
versity Medical School, and then prepared seven 
questions dealing with medical education 
throughout the country, with a view to ascer- 
taining whether sufficient qualified doctors are 
being produced to meet the needs of our rapidly 
growing population. I submitted these questions 
to Dr. F. J. L. Blasingame, of Wharton, Tex., 
an old friend and constituent of mine who went 
to Chicago a year ago to assume the responsi- 
bilities as executive vice president of the Ameri- 
can Medical Association. I have complete con- 
fidence in Dr. Blassingame and his answers 
to the questions I submitted are very gratifying 
to me. 

I was pleased to learn that since World War II 
there has been an increase in approved medical 
schools; that there is a substantial increase in 
medical students; and that, contrary to certain 
reports, the American Medical Association ex- 
ercises no control over the number of students 
admitted to medical schools. There is much 
other valuable information in Dr. Blasingame’s 
reply and I believe it will do much to eliminate 
certain misconceptions about the medical pro- 
fession. Under leave previously granted, I in- 
serted my letter to Dr. Blasingame and _ his 

reply: 
CONGRESS OF THE UNITED STATES, 
HOUSE OF REPRESENTATIVES, 
Washington, D. C., March 9, 1959. 
F. J. L. Blassingame, M.D., 
Executive Vice President, 
American Medical Association, 


Chicago, Ill. 


*Reprinted from the Congressional R d, 86th Congress, first 
session. 





Dear Dr. Blasingame: 

My attention has been called to a number of 
bills introduced in the 86th congress affecting 
directly, or indirectly, the medical profession. 

As a result, I wish to obtain certain informa- 
tion on the present supply of doctors in the 
United States and to ascertain as far as possible 
the prospects for an adequate supply of phy- 
sicians to meet the needs of our growing popu- 
lation. 

So I am calling on you, not only as execu- 
tive vice president of the American Medical 
Association, but as my old friend and my loyal 
constituent to supply me with the information. 
On a separate sheet, I am submitting questions 
that occur to me in this connection. I know 
you can provide the facts; facts that should be 
made known to congress before action is taken 
to consider legislation affecting the medical pro- 
fession. 

I am writing this after a conference with our 
mutual friend, Dr. John Truslow, head of the 
University of Texas medical branch in Galves- 
ton, who called on me today. 

I will appreciate your answering these ques- 
tions and will further appreciate any other in- 
formation you might give me that is relevant. 

I want to say that I think you did a courage- 
ous thing in sacrificing your substantial private 
practice in Wharton to take over the direction 
of the AMA. I wish you great success. 


Dr. Truslow joins me in sending you our 

best wishes, 
Sincerely yours, 
CLARK W. THOMPSON 
AMERICAN MEDICAL ASSOCIATION 

Chicago, IIl., April 16, 1959. 
Hon. Clark W. Thompson, 
House Office Building, 
Washington, D. C. 

Dear Congressman Thompson: 

Thank you for your recent letter and your 
interest in medical education. 

It is indeed a pleasure to bring you an up- 
to-date report on the status of medical educa- 
tion in the United States. As you know, I am 
proud of the accomplishments of our medical 
schools and have great faith in their ability 
to train enough physicians to meet the needs 
of our growing population. 
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You asked seven important questions about 
the medical education picture. Let me answer 
them one by one. 

First, has the number of physicians graduated 
from approved medical schools kept pace with 
the growth of the nation’s population? Over 
the long haul, the increase in medical graduates 
is much greater proportionately than is the in- 
crease in the population. From 1920 to 1958, 
the percentage of increase in medical gradu- 
ates from approved schools was 125 per cent, 
compared with a 64 per cent increase in popu- 
lation. In the past 20 years, the percentage 
figures are fairly comparable: 32.1- per cent in- 
crease for medical graduates; 33.4- per cent in- 
crease for population. 

The future, I believe, looks bright. Each year, 
for the past 11 years, the number of students 
enrolled in approved medical schools has in- 
creased. This boost in enrollment amounts to 
29.6 per cent (from 22,739 to 29,473). 

Your second question was whether medical 
schools seek to restrict the number of medical 
students. Two factors make it necessary for a 
school to establish an arbitrary top enrollment 
figure: Facilities and budgetary funds avail- 
able to operate the school. Each school faculty 
determines the number of students who can 
have a sound education with the faculty per- 
sonnel and the facilities available to the school. 


Medical education is a graduate educational 
experience following the completion of the regu- 
lar college course, and because of the subject 
matter covered requires individual and small 
group instruction. To turn out well-trained, 
highly-qualified physicians the school requires 
a large faculty of skilled educators, plus suf- 
ficient teaching and research laboratories, hos- 
pital beds and clinical patients. The number of 
students that can be taught must be necessarily 
restricted to fit the facilities so that the em- 
phasis can be on quality of the graduate rather 
than on the quality of students. 

Third, you asked: What is the ratio between 
applicants to medical schools and those ac- 
cepted? The answer is 1.97 (15,791 applicants 
for first year medical school to 8,030 places 
available). This ratio has remained about the 
same for the past five years. 

Incidentally, a common confusion that arises 
in discussing applicants to student ratio is 
mistaking applicants for people (applicants). 
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Each person applies, on the average, to four 
medical schools. Thus, for the 1957-58 academic 
year, the 15,791 applicants filed a total of 60,946 
applications. 

Next, you asked if it is true that only stu- 
dents with an A college academic record are 
accepted into medical school. That has never 
been true. About one-sixth of the entering medi- 
cal students for the whole country have A 
college records; about two-thirds have B records 
and about one-sixth have C records. 

Your fifth question was: Is the number of 
medical schools increasing in the United States? 
In 1944, there were 77 approved medical schools, 
including eight two-year schools from which 
students had to complete their final two years 
of medical education in any of the 69 four-year 
schools. In 1958, there were 85 approved medi- 
cal schools. Eighty-one are four-year schools; 
only four two-year schools. 

Two other schools are under development. 
As a step toward still further expansion of 
medical school facilities, the American Medi- 
cal Association last year urged “institutions of 
higher education where medical education has 
not been undertaken in the past to give serious 
consideration to the development of opportuni- 
ties in the field.” 

Sixth. Has the American Medical Association 
anything to do with the number of enrollments 
in medical schools? Enrollments are strictly 
determined by each individual medical school. 
Neither the universities nor their medical schools 
would permit an intrusion into their academic 
freedom by a national professional association. 

Your final question asked whether I think it 
is necessary for federal funds to be provided 
for medical schools. The medical profession wel- 
comes one-time federal grants for medical school 
construction and renovation as well as federal 
grants for basic research. The profession has 
been opposed to continuing federal aid for 
operating expenses because of the potentialities 
therein for federal control. 

I should like to point out that the National 
Fund for Medical Education, which raises funds 
from industrial sources, and the American Medi- 
cal Education Foundation, which raises funds 
from the medical profession, have made grants 
in excess of $10 million to medical education 
over the past eight years. 

I hope this information will aid you in analyz- 
ing bills introduced in the 86th congress which 
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pertain to the training of physicians. As further 
background, I am sending along a copy of the 
most recent annual report prepared by our 
council on medical education and _ hospitals, 
which was published in the Journal of the 
American Medical Association, Nov. 15, 1958. 
It provides additional data that you might find 
useful. 

I am happy that you wrote me after con- 
ferring with our mutual friend, Dr. John Trus- 
low. If I can provide any additional informa- 
tion, please make your wishes known. 

Sincerely yours, 
F. J. L. BLASINGAME, M.D. 
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AMA OFFICIAL OFFERS POSITIVE 
PROGRAM FOR AGED 


) R. LOUIS M. ORR, Orlando, Fla., president 
of the American Medical Association, offered a 
six-point program to “break the chains of mis- 
conceptions” about the nation’s aging population. 

Speaking before the Rocky Mountain confer- 
ence to study the problems of the aged, Dr. Orr 
offered these positive views: 

“1. A person at 65 has before him years of 
creativity and activity, provided he is given the 
opportunity to remain a productive member of 
society. 

“2. The vast majority of our 15 million old 
people enjoy reasonably good health, and they 
are not all in dire need of medical care. 

“3. The needs of our senior citizens are far 
more numerous than just health needs. They in- 
clude occupational, economic, social and psy- 
chological needs. 

“4. The physicians of America have taken an 
active interest in the needs of the aged. Our 
concern is such that a dynamic program has 
been set into motion to help provide low-cost 
health insurance for those who have been finan- 
cially short-changed by our society. 

“5. Medicine’s program will meet the health 
needs of the aged while preserving the dignity 
and freedom of the individual. It has a flexibil- 
ity that no government-run program could pro- 
vide, and our plan will not throw the elderly 
into a state of financial dependence on their fel- 
low citizens or on tax funds. 

“6. The fact that more people are living long- 
er is one of the greatest sociological and scien- 
tific revolutions. We are still in the midst of 
this change, but we do not intend to stand mo- 
tionless while history passes us by. Our effec- 
tiveness in meeting the challenges of this new 
world of aging will depend ultimately on our 
understanding of its magnitude.” 

Understanding Needed 

Dr. Orr, who spoke before 350 representa- 
tives of medicine, women’s organizations, 
churches, labor, industry and government, said 
that in order “to liberate the aged, to restore 
them to the society of the living, we must tear 
away the chains of misunderstanding.” 


“There is no reason — physical, mental or so- 
cial — that advanced years should be the end of 
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the road, particularly in our civilization,” he 
said, and then added: “History is rich with ex- 
amples of men who reached their primes after 
65.” 


Dr. Orr took office as president of the of the 
American Medical Association at the Atlantic 
City convention and praised state and local med- 
ical societies for taking the initiative in imple- 
menting programs to help the aged at the local 
level. 


“Throughout the nation,” he said, “these soci- 
eties are working out details and consulting with 
the insurance industry to develop low-cost cov- 
erage for our senior citizens. A number of poli- 
cies have already been introduced by commer- 
cial firms.” 


He said medicine’s interest in the aged ranges 
from progressive care in hospitals and nursing 
homes to homemaker services. 


No Job For Government 


Dr. Orr was strong in his belief that the gov- 
ernment should not intervene in the care of the 
aged. 


“Regardless of what we do for the aged,” he 
said, “we must preserve the spirit of individual 
freedom, flexibility and voluntarism. Certainly, 
I can think of no easier way to erase all three of 
these qualities than to have the government 
step in and dictate how the aged must be cared 
for. Although it may appear enticing on paper, 
no program to help the aged can hope to suc- 
ceed without flexibility. I am sure that no one 
would argue that all the diseases, ailments and 
complaints of Americans could be treated by 
one drug. How then could the many varying 
needs of the elderly be solved with one rigid 
formula?” 


Dr. Orr said, too, that any government plan 
for the aged would be “disastrously expensive.” 


Experts, he said, estimate the government 
costs at $2 billion. “This,” Dr. Orr said, “would 
necessitate raising the social security taxes to a 
point where that segment of our population un- 
der 65 would be forced to finance an indetermi- 
nate amount of health care for those over 65.” 


“Of course,” Dr. Orr added, “any government 
plan would be compulsory, financially back- 
breaking, subject to political whim and political 
pressure, and hopelessly snarled in red tape.” 


ARIZONA MEDICINE 


BLUE SHIELD 


in AN ADDRESS before the national Blue 
Shield Professional Relations Conference in Chi- 
cago on Feb. 9, Dr. Louis M. Orr, of Orlando, 
Fla., president of the American Medical Associ- 
ation, urged physicians to “recapture the pio- 
neering spirit” by utilizing their Blue Shield 
plans to solve the problem of providing prepaid 
medical care to our senior citizens. 


“Medicine has done a fair job in the past” in 
meeting the health needs of our older citizens, 
Dr. Orr said. And it is now “preparing to set in 
motion a positive program for older citizens that 
will take into consideration . . . not only the 
health and physician needs, but their social, ec- 
onomic, occupational and psychological require- 
ments.” This, he pointed out, cannot be done by 
any huge federal spending program. 


Dr. Orr called attention to the fact that pro- 
posed legislation of the Forand type would 
“completely alter the nature of the social secur- 
ity program,” because for the first time, it would 
add personal services to a program that is now 
limited to cash benefits. “This new principle,” 
he warned, “would open the door for evolution 
of a system of tax-paid health care for the entire 
nation. Indeed, it would establish the principle 
that provision of medical care for any segment 
of the population, or all of it, is a federal func- 
tion.” 


Pointing out that more than 40 per cent of the 
people over 65 are already covered by voluntary 
health insurance, and commending Blue Shield, 
Blue Cross and the insurance companies for 
their achievements in this field, nevertheless Dr. 
Orr said, “Let's not live on past accomplish- 
ments. Let’s not have America’s health team be- 
come a mutual admiration society in which each 
member periodically lauds the other fellow for 
his plans, his surveys, and his continuing studies 
of the aged problems. Our individual jobs are 
to think and to create, to develop programs and 
then to put our sound ideas into action. 


“I am gratified,” Dr. Orr said, “that Blue 
Shield has been one of the first to pledge its all- 
out co-operation in working with the medical 
profession to do an effective job in providing 
medical care for the aged, especially the lower 
income groups.” 
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HEALTH PROBLEMS OF AGING STUDIED BY HIF 


A GING people inevitably face special health 
problems, and most older people have health 
problems that bother them to some extent,” 
Health Information Foundation reports. 


In fact, about 85 per cent of the persons in 
the over-65 age group interviewed recently in a 
Foundation-sponsored survey said they had had 
some health complaint or other illness which 
bothered them within the previous four weeks. 


Persons 65 and over were found to average 
7.6 visits to doctors a year per capita — about 
two visits a year more than the average for all 
age groups in this country. The survey also 
showed that almost two out of every five older 
persons had not seen a doctor during the previ- 
ous 12 months, and 10 per cent of the survey 
group hadn't been to a physician in five years 
or more. 

Only one out of every three persons inter- 
viewed who had a health complaint, however, 
had told a physician about it. “Economic fac- 
tors seem to be a relatively minor element in 
this reluctance to see a physician,” said George 
Bugbee, Foundation president. Even though in- 
comes are generally lower among the older age 
groups, only 3 per cent of all persons 65 and 
older said they had delayed consulting a physi- 
cian because of the cost. 

Another reason why some older people fail 
to seek medical attention, Bugbee continued, 
“may be a feeling that visiting a doctor or a hos- 
pital is tantamount to acknowledging an inabil- 
ity to cope with the inevitable illnesses of old 
age.” 

Older persons, he conceded, “may be justified 
in reasoning that some sickness is inevitable. In 
addition, most of them remember a time, not too 
many years ago, when doctors and _ hospitals 
were far less effective then they are today. Mod- 
ern medicine, however, often can alleviate or 
delay the disabilities of the later years. The pro- 
portion of people reaching advanced ages nowa- 
days is in itself testimony to the skill of medical 
science. Older people need a greater awareness 
that the health professions can help all age 
groups — not simply those in the young and 
middle years.” 

Among the older persons who had visited a 
doctor within the four weeks before being inter- 


viewed, four out of every five were able to pay 
for the service, either from their own income or 
savings, or with the help of a relative. About 58 
per cent of the persons paying for such services 
reported bills of under $10. 

About one-fifth of the older persons receiving 
medica! care in the four-week period had not 
had to pay for it, the Foundation report said. In 
most of these cases, the bill was met by a wel- 
fare or charitable agency, or else the doctor 
made no charge. 
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HOSPITALIZATION: PLANNED SECURITY OR INSURANCE? 
Frank C. Vogt, M.D. 


The Frederick C. Smith Clinic 
Marion, Ohio 


Line THE weather, hospitalization insurance 
seems to be something about which everyone 
complains, and yet unlike the weather, (which 
changes often enough to keep at least some peo- 
ple satisfied some of the time) the problems of 
hospitalization insurance appear to get bigger 
and more involved. Articles in newspapers, in 
national magazines like The Reader’s Digest and 
The Saturday Evening Post, discussions in medi- 
cal society meetings, daily contacts with pa- 
tients; all testify to widespread and mounting 
concern. It would appear that there is an in- 
creasing dissatisfaction with the existing situa- 
tion, and we have progressed to the stage of or- 
ganizing in groups in order to confuse the issue 
more efficiently. The insurance companies ac- 
cuse the hospitals of charging too much, and the 
hospitals complain they are reimbursed too lit- 
tle. Many agree that patients in general volun- 
tarily enter hospitals unnecessarily, although one 
has as much trouble as Diogenes to find an in- 
dividual guilty of so doing. Some say that doc- 
tors put patients in hospitals needlessly, while 
the doctors insist that if any such instance could 
remotely be interpreted as having occurred, it 
was because the patient insisted on being hos- 
pitalized. 

A workshop entitled “Liability of Insurance 
Carrier and of the Insured” at the October con- 
vention in San Francisco attacked the problem, 
with a panel consisting of Artemas C. Leslie, 
Esq., legal consultant, Blue Cross-Blue Shield, 
Pittsburgh, Pa., Mr. Albert V. Whitehall, direc- 
tor of Health Insurance Council, New York, New 
York, Dr. William W. Krieble, Associated Phy- 
sicians Surgeons Clinic, Terre Haute, Ind., and 
Dr. John M. Rumsey, Rees-Stealy Medical Clin- 
ic, San Diego, Calif. 

To attempt to summarize the two hours of 
discussion is most difficult, particularly when 
one considers the variety of subjects covered and 
the number of individual views expressed. It 
would be perhaps more accurate to consider this 
an opinion rather than a summary; an attempt 
to reach a solution rather than an effort to pre- 
sent a panacea. 

Cost Vs. Benefits 
Two major problems immediately present 


themselves in any insurance plan; the first is: 
“How much will it cost?” and the second is: 
“How much does one get back in benefits?” Ob- 
viously, the first question can be answered only 
by knowing the answer to the second; the great- 
er the benefits, or the more often the benefits 
are utilized, the higher the cost. 

One major factor increasing the cost of hospi- 
talization insurance is the complicated interplay 
of economic factors generally identified as in- 
flation. As we all know only too well, everything 
costs more these days. In this instance, the price 
of food and supplies, and the wages paid to hos- 
pital employes, etc., have risen steadily, so that 
the per diem cost of keeping a patient in a hos- 
pital has increased about 258 per cent in recent 
years. The development of new and expensive 
devices and equipment, not in use previously, 
and the employment of more, and more compli- 
cated laboratory work, X-ray studies, etc., have 
also contributed to rising costs. 

Increasing utilization of benefits has further 
raised insurance rates. To oversimplify, from the 
old concept of a hospital being a place to go to 
die, hospitals have become accepted as places 
to go to get well. Hospitals themselves have im- 
proved in attractiveness and pleasantness, and 
the amount of service rendered to the patient, 
at least as reflected by the increased numbers 
of nurses, nurses’ aids, and other attendants, 
must also have greatly increased. The net effect 
is that more and more people go to hospitals 
more often to receive more costly care; and as 
statistical studies have shown, they tend to stay 
longer (average is two days longer in recent 
years). This is especially true if they have hos- 
pitalization insurance. 

What Can Be done? 

Steadily increasing premiums, necessary to 
cover the steadily increasing expenditures, have 
begun to reach a level high enough to hurt, and 
to signal that all is far from well. What can be 
done to improve the situation? Here are some 
thoughts which may prove to be helpful. 

When the original hospitalization plans were 
formulated, they were insurance plans in the 
sensible use of the word, insurance. Becoming a 
hospital patient was not viewed as desirable; 
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one did not go to the hospital if it could be 
avoided, and one remained there for as short a 
time as possible. The plans thus protected the 
potential patient against major illnesses or acci- 
dents. Minor medical problems were cared for 
outside the hospital and were not covered by 
insurance. The premiums could be kept low, 
and the plans worked well to provide efficient 
protection in the area in which insurance works 
most efficiently; i. e., as protection against major 
events which would otherwise be a severe fi- 
nancial strain on the individual. 


Return to Basic Concepts 

With the passage of time, changes have come 
about as touched on previously, until we now 
find ourselves struggling with very expensive 
premiums because we have attempted to depart 
from the basic purpose of insurance, and tried 
to make the coverage too broad. The cost of 
processing a claim for a small amount is as great 
as that for a large amount, and the more claims 
that are filed, and the more the benefits are uti- 
lized for minor illnesses, the greater the costs of 
insurance until the point of practicality is ex- 
ceeded. As a crude analogy, one could obtain 
insurance on shoe laces, but it would be much 
cheaper to just replace them as necessary. The 
first thought that is offered then, is to return to 
basic insurance plans that cover major illnesses 
or accidents, and not to try to cover all medical 
eventualities by insurance. Only by so doing can 
premiums be kept at a level low enough to be 
practical for everyone. 

The problem of misuse of insurance plans is 
not really as complex as it might appear at first 
glance, and effective checks against abuses can 
be put into practice which should greatly im- 
prove the current situation. Let us begin by con- 
sidering first the role of the insured or potential 
hospital patient. 

Individual Responsibility 

The more responsibility is placed on an indi- 
vidual, or the more he is made to be responsible 
for himself, the less abuses will occur, and the 
more efficiently insurance will function. Refer- 
ence to some current stiuations may be helpful 
in making this concept more meaningful. For in- 
stance, take the problem of insuring an automo- 
bile against collision damage. If the insurance 
company is made fully responsible, the premium 
is very high. The introduction of a deductible 
clause, which makes the insured responsible for 


ARIZONA MEDICINE 








527 


the first $50 results in a considerable reduction 
in premium, while a $100 deductible policy is 
decidedly lower in rate. This is essentially the 
same principle as placing more responsibility on 
the individual. A hospitalization plan using this 
co-insurance concept has an _ effective check 
against unnecessary utilization. An individual 
who feels that he has been paying on an insur- 
ance policy for some time, and who has a policy 
which covers the entire cost of hospitalization, 
would be much more likely to enter a hospital 
unnecessarily than an individual who knew that 
he was going to have to pay at least a reasonable 
portion of the bill. While great peace of mind 
results from having insurance which covers ma- 
jor damage to ones’ car, it would be most un- 
likely that anyone would not do all he could to 
avaid a crumpled fender if the policy had a $100 
deductible provision. 
Physician Plays Major Role 

The physician plays the other major role in 
this problem, and being a mature and responsi- 
ble individual, he is the key to a workable solu- 
tion. In the first place, the criteria for hospi- 
talizing a patient should not include the exist- 
ence of a hospitalization policy. Hospitalization 
insurance should be viewed as a _ protection 
against the costs of hospitalization and not as 
an invitation to hospitalization. A patient should 
be hospitalized because hospital facilities are 
really needed for proper management of the 
case, and not merely because a policy is in ef- 
fect that would pay the bill. Furthermore, it is 
the responsibility of the physician to manage 
the patient as efficiently as possible. The order- 
ing of unnecessary, irrelevant or needlessly re- 
petitious laboratory work, X-ray examinations, 
etc., is inexcusable not only from the point of 
professional standards, but also from the eco- 
nomic viewpoint. In the final analysis, one is not 
spending the insurance company’s money, but 
the money of the insured. 

To the extent that hospital stays are made 
needlessly expensive, premium costs increase 
needlessly. Need we be reminded that doctors 
are just as surely potential patients as anyone? 

Pressures Brought to Bear 

A physician is accustomed to making decisions 
and accepting the responsibility for the welfare 
and life of his patients. It is difficult then, to 
give a tactful answer to the few who attempt to 
excuse unnecessary hospitalization or the use of 
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questionable but suitable diagnoses on insurance 
claims, by such explanations as that the patient 
insisted on it, or that the patient might have 
gone to another more “co-operative” physician. 
While we may have these pressures brought to 
bear on us, they are only part of the many pres- 
sures we are exposed to daily. It is our respon- 
sibility to face up to them, and to do what is 
best for all concerned. The physician’s attitude 
toward the improper use of insurance must be 
the same as his attitude toward the unnecessary 
removal of tonsils or appendices. Each must ex- 
amine the facts and test his conclusions against 
his conscience before reaching a final decision. 


Deductible and Co-Insurance Plans 

The “major medical” plans which have ap- 
peared in recent years go far toward a workable 
solution to this many faceted problem. By cov- 
ering major illness only, and avoiding any at- 
tempt to insure against the minor, day-to-day 
medical expenses which can be borne much 
more economically by the patient than by in- 
surance, a return has been made to employing 
insurance in its most efficient area. The respon- 
sibility of the plan is placed squarely on the 
shoulders of the patient and the physician. The 
patient pays a pre-arranged portion of the cost, 
by “deduction” and co-insurance, and thus is de- 
ferred from incurring unnecessary expense. No 
restriction is placed on where the service is ren- 
dered; it may be in the doctor's office or in a 
hospital; this feature provides for the manage- 
ment of the many cases currently hospitalized 
under present hospitalization plans which could 
be managed just as well and far less expensively 
outside the hospital. 


The question might well be asked about the 
popular acceptance of such plans, since they 
\liffer from the previously customary hospitali- 
jation plans. By the end of 1957, there were 
vver 13 million Americans protected by major 
inedical expense plans, a figure representing an 
increase of 49 per cent over 1956. At the same 
time, about 55 million were covered by Blue 
Cross, Blue Shield, and medical society plans, 
or about a 1 to 4 ratio. It would seem that the 
major medical concept is growing rapidly in ac- 
ceptance, and is proving practical in its appli- 
cation. That assumption of responsibility for ef- 
ficient use of hospital insurance plans by the in- 
dividuals directly concerned as a sound, practi- 
cal concept is indicated by experience in Ohio, 
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where 2,000 Blue Cross subscribers were 
changed to an 80/20 plan, in which Blue Cross 
pays 80 per cent of the hospital bill, and the 
subscriber pays 20 per cent. The hospital admis- 
sion rate for this group was 134 per 1,000 in 
1956 under a full contract plan, and dropped to 
80 per 1,000 in 1957 under the 80/20 plan. In 
addition to the lower admission rate, the hospi- 
tal stays were also shorter. 


Solutions 

In essence, it may well be that the solution to 
the health insurance problem is simply (a) to 
return to the basic concept of efficient insurance 
(protection against major illness or accidents), 
(b) to have subscribers understand clearly what 
is covered as well as where it is to be treated, 
and (c) to define the extent to which both the 
subscriber and the insurance company are liable. 
These factors, together with the consistently sin- 
cere efforts of physicians to treat patients as 
economically as each case will permit, should go 
a long way toward solving present mutual dif- 
ficulties. 
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AMERICAN CANCER SOCIETY 


CANCER & STRESS 


Y ALE UNIVERSITY scientists have found 
that cancer depresses a patient's ability to cope 
with stress; and they have traced this to a defect 
in thyroid metabolism. 

The findings have given the thyroid gland a 
heretofore unrecognized but highly important 
role in the body’s resistance to stresses and 
strains. 

The results of this research, headed by Dr. 
Ira S. Goldenberg at the Department of Surgery, 
Yale University School of Medicine, were report- 
ed by the American Cancer Society which has 
helped support it. 

The scientists have made measurements of the 
amount of thyroid hormone circulating in pa- 
tient’s blood before, during and following opera- 
tions. They also tagged the hormone with radio- 
active iodine, injected or fed it to patients, and 
traced its course through the blood. 

It was found that in response to operative 
trauma, the thyroid gland poured out its hor- 
mone. The brief rise was noted shortly after sur- 
gery began; and a fall to normal levels occurred 
usually before the operation was completed. The 
hormone circulated throughout the entire body, 
was used rapidly and was excreted by the cells. 

There were exceptions, however. Patients who 
had had a recent earlier operation, who had suf- 
fered from emotional shock or who had endured 
severe infection or other stress did not show the 
standard sharp rise and fall of blood hormone. 
Neither did the chronically ill — especially the 
cancer patients. 

In cancer and recently stressed patients, ap- 
parently the thyroid hormone was not being 
produced or used by the body in a normal way. 


ChE IN RBC 
A NEW TEST on a single drop of blood will 
tell how fast a person is manufacturing red 
blood cells and how long the cells live. 

The test is of value in determining the nature 
of many anemias, including those associated 
with leukemia and cancer. 

The American Cancer Society reported that 
the test had been developed by Dr. Jean C. Sa- 


bine, in the Cancer Research Institute at the 
University of California Medical Center. Dr. 


Sabine’s work was done with the co-operation 
of Dr. Harry Lee, Miss Catherine A. Lambert, 
Dr. Myron Pollycove, and Miss Lucy C. Castro. 

The test consists of measuring the amount of 
an enzyme, cholinesterase (ChE), in the red 
blood cells. Cholinesterase breaks down acetyl- 
choline. 


ChE is thought to strengthen the red blood 
cells’ outer membrane or “skin.” As red cells age, 
they lose ChE; the normal red cell, which lives 
about 120 days, has only 10 to 20 per cent as 
much ChE when it dies as when it was born in 
the bone marrow. 

In one group of anemias, the red cells die 
prematurely and the bone marrow manufactures 
large numbers of new ones in an effort to cope 
with this loss. In these cases, the red blood cells 
contain large amounts of ChE. It is possible to 
calculate, from the amount of ChE in the red 
cells, what their average age is and therefore 
how long they live. 

In other anemias, which are due to the mar- 
row’s sluggish production of red cells, ChE is 
normal or low. 


Barometer-Like Function 

Anemias due to rapid red cell destruction may 
occur in otherwise normal persons. They also 
occur sometimes in association with leukemia 
and cancer; in these patients the red cell ChE 
is helpful in detecting how well the bone mar- 
row is functioning. Most of the drugs used in 
treating cancer affect bone marrow function, but 
each patient reacts to a different degree. 


These diseases in themselves may affect bone 
marrow function. Dr. Sabine has followed pa- 
tients with leukemia from the onset of the dis- 
ease to its inevitable termination, and the red 
cell ChE has frequently predicted remissions 
and relapses in advance of their actual occur- 
rence. 

A rapidly falling red cell ChE has given warn- 
ing that a patient who has apparently been do- 
ing well ought to be watched closely so he could 
receive appropriate treatment. On the other 
hand, a rising ChE has given some assurance 
that a sick patient might be able to leave the 
hospital for Christmas, for example; and a well- 
sustained ChE, that an apparently well patient 
might safely take a trip. 

The ChE test has been used in more than 400 
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patients here and at the Los Alamos, N.M., Med- 
ical Center. It is now regarded by those who 
use it as a sensitive barometer indicating future 
fair weather or foul for many patients with blood 
disease. 

The test measures the concentration of acetyl- 
choline in two solutions, to one of which a small 
amount of blood has been added and allowed 
to work for 30 minutes. The other serves as a 
standard for comparison. Acetylcholine reacts 
with added chemicals to form a clear brownish 
color which is read in a colorimeter; the more 
ChE was present, the more acetylcholine was 
destroyed and hence the paler the “test” is com- 
pared to the “standard.” 


VIRUS PREVENTS TUMOR 


A ND NOW comes a virus which prevents 
tumors. 

The American Cancer Society reported that 
Dr. Walter Burdette, University of Utah scien- 
tist, has found that a virus infection saves 15 or 
20 per cent of fruit flies from tumors to which 
they are hereditarily susceptible. 


The virus is interesting in several respects: 
(1) It can be passed from mother to offspring 
in the egg; (2) It resides in the outer part or 
cytoplasm of cells, yet it somehow overcomes 
the effect of genes deep in the nucleus, includ- 
ing the one which makes the flies 100 per cent 
susceptible to large, black tumors; and, (3) It 
makes the flies sensitive to carbon dioxide — un- 
infected flies merely sleep in a carbon dioxide 
environment, but flies with the virus are quick- 
ly killed by the gas, or paralyzed. 


Dr. Burdette is interested in determining the 
role of genes in cancer and cancer susceptibility. 
The virus, he found, modifies the action of genes 
in a benevolent manner insofar as it prevents 
tumors, even though its origin may have been 
very remote from genes and chromosomes. 


The Utah scientist also used X-rays to mutate 
the gene which made the first flies susceptible 
to tumors. The effort succeeded in only two of 
76,483 tests. The two flies and many of their off- 
spring lost their susceptibility to tumors, indi- 
cating that the tumor gene was a more complex 
change in the chromosome than a simple loss of 
substance to which certain scientists have at- 
tributed the origin of cancer in the past. 
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The experiments throw a new light on the 
parts played by genes and viruses in the devel- 
opment of cancer. 


NATIONAL LEAGUE FOR NURSING, 
INC. 


To Commonwealth Fund is providing con- 
tinuing support for the National League for 
Nursing fellowship program. This program pro- 
vides generous fellowships for nurses having su- 
perior ability and leadership qualities who are 
engaged in programs of advanced study. During 
the five years of its existence, 126 fellowships 
have been granted, 95 for fellows engaged in 
doctoral study, and 31 for those studying at the 
master’s level. 
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LOCATION OPPORTUNITIES 
ASHFORK — Population 700 — North central- 
ly located — Railroad center — Contact the 
Women’s Club, Ashfork, Ariz. 


CAMP VERDE — Located in the heart of a 
large farming and ranching area on the Verde 
River. Approximately 100 miles north of Phoe- 
nix. Badly in need of a medical doctor. Contact 
Ivy N. Moser, R.N., Camp Verde, Ariz. 

EL MIRAGE — Population 2,000 — and in- 
cluding the trading areas of Surprise, Young- 
town, Peoria and Luke Air Force Base and pop- 
ulation is estimated at 7,000 to 8,000 persons. 
Opportunity for a GP due to retirement of doc- 
tor currently serving, with the possibility of 
school service. Climate is excellent, warm and 
dry. Office facilities are available and in the 
area surrounding El Mirage from Glendale 
(nine miles) to the east, and Wickenburg (35 
miles) to the west there are only two doctors to 
serve this community. The need for an M.D. 
and/or surgeon is very real and one should do 
very well. For information write Mr. H. Faulk- 
ner, Town Clerk, Town of El Mirage, El Mirage, 
Ariz. 

GILA BEND — Population 2,500 — 80 miles 
west of Phoenix — Nearest town to the Painted 
Rock Dam Project — Good opportunity for GP. 
Cattle, cotton, and general farming. Office and 
equipment available. $150 monthly income from 
board of supervisors. Contact Mrs. J. F. Allison, 
Box 485, Gila Bend, Ariz. 


GLOBE — Population 10,000 and including 
the mining and cattle areas of Miami, Superior, 
Ray, Hayden, Winkleman, Payson and San Car- 
los; population estimated at 30,000 persons. Lo- 
cated about one hour by car from either Tucson 
or Phoenix. No ENT man in the area, will con- 
sider GP. New medical center, hospital, all 
church denominations, schools, clubs, etc. Ideal 
climate, with the best area for outdoor activities. 
Contact Eugene R. Rabogliatti, D.D.S., 149 S. 
Broad Ct., Globe, Ariz., or Ellis L. Pollock, M.D., 
Miami Inspiration Hospital, Miami, Ariz. 

HAYDEN — Population 3,000/4,000 — Indus- 
trial practice — approximately 200 employes and 
dependents. Only part-time required. Coverage: 
Metropolitan Surgical Plan. Phyiscian may en- 
gage in private practice also. Small company- 
owned clinical building (new) available for use, 
with X-ray equipment, diathermy equipment, 
etc. Full-time nurse available to assist; clerical 
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work to be handled by company. Company hous- 
ing facilities available for physician-small rental. 
Contact: American Smelting & Refining Com- 
pany, Mr. Ben Roberts, Department Manager, 
P.O. Box 1111, El Paso, Texas. 

MIAMI — Opportunity for GP — Industrial 
hospital staffed by approximately seven doctors, 
who care for personnel and families of those who 
work for the three principal mining companies. 
Community served by many mining and ranch- 
ing interests. Contact Robert V. Horan, M.D., 
Miami Inspiration Hospital, Miami, Ariz. 

MORENCI — Mining community near New 
Mexico - Arizona border. Population 10,000. Has 
vacancy at hospital for GP. Contact Carl H. 
Gans, M.D., Morenci Hospital, Morenci, Ariz. 


PAGE — Population growing by leaps and 
bounds at the site of the new Glen Canyon Dam 
Project. Current estimates are 6,000 to 8,000 to- 
tal. Only one M.D. is now located in Page and 
he has facility available. Located about 90 miles 
north of Flagstaff, Ariz., the building project is 
estimated to be concluded in 10 years. Write 
Ivan W. Kazan, M.D., 6th Ave., & S. Navajo, 
Page, Ariz., for full details. 

SAFFORD — Graham County Health Depart- 
ment in need of an M.D. In the heart of the 
cattle and farming areas of southeastern Arizona. 
Population of 10,500. Elevation is 2,920 feet. 
Schools, churches and social facilities are numer- 
ous. Contact Mr. Verl Lines, Chairman, Graham 
County Board of Supervisors, Safford, or Fred- 
erick W. Knight, M.D., 618 Central Ave., Saf- 
ford, Ariz. 

ST. JOHNS — Seriously need a doctor of med- 
icine, preferably a GP, in this east-central Ari- 
zona community. Population is approximately 
1,500 with several other small towns in the gen- 
eral area. About 20 miles from New Mexico in 
the beautiful rim country of Arizona. Contact 
Donald F. DeMarse, M.D., Box 397, Holbrook, 
Ariz. 

TOLLESON — In need of GP. Serves a trad- 
ing population of from 12,000 to 15,000. Ten 
miles west of Phoenix, with elementary and high 
schools, churches of all denominations. Complete 
office and equipment for GP is available on rea- 
sonable term lease or purchase. Contact Mr. F. 
E. Babcock, President, Chamber of Commerce, 
8112 West Van Buren St., Tolleson, Ariz. 


TUCSON — The VA hospital is in urgent need 
of an orthopedic surgeon. They prefer someone 
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who is board certified, but would take someone 
who has had special training, as they have the 
local men in this field available for consultation 
service. State license is necessary (but not nec- 
essarily an Arizona license). Contact S. Netzer, 
M.D., Director, Professional Service, V.A. Hos- 
pital, Tucson, Ariz. 

WINSLOW — Population over 7,500. Good 
opportunity for GP. Arrangements can be made 
to take over existing vacancy in practice. Facili- 
ties quite desirable and satisfactory terms can 
be arranged to suit any financial circumstance. 
Hospital privileges immediately available. Coun- 
ty work also available at $500 per month plus 
lab and X-ray. For further details, contact Don- 
ald F. DeMarse, M.D., Box 397, Holbrook, Ariz., 
or Mr. Paul Gear, County Supervisor, Court 
House, Holbrook, Ariz. 


FOR INFORMATION ON OPPORTUNITIES 
IN THE FIELD OF INDUSTRIAL MEDI- 
CINE, CONTACT: 

Harold J. Mills, M.D., Phelps Dodge Hospital, 
Ajo, Ariz. 

Carl H. Cans, M.D., Phelps Dodge Hospital, 
Morenci, Ariz. 

Ira E. Harris, M.D., Miami Inspiration Hospi- 
tal, Miami, Ariz. 

Charles B. Huestis, M.D., Box 928, Hayden, 
Ariz. 

Elvie B. Jolley, M.D., Copper Queen Hospital, 
Bisbee, Ariz. 

H. W. Finke, M.D., Magma Copper Company 
Hospital, Superior, Ariz. 

John Edmonds, M.D., Kennecott Copper Cor- 
poration Hospital, Ray, Ariz. 

Francis M. Findlay, M.D., San Manuel Hos- 
pital, San Manuel, Ariz. 


LOCATION INQUIRIES RECEIVED 

BETHUNE, DONALD S., M.D., 284 Murray 
Ave., Larchmont, N. Y.; OB-GYN; 1948 graduate 
of the University of Pennsylvania; interned and 
served residency at Hospital University of Penn- 
sylvania; fulfilled military obligations; holds li- 
cense in the states of Pennsylvania and New 
York; applying for Arizona license; married; 
available Sept. 1, 1959. 

BISSEL, FRED A., M.D., 100 Greenboro 
Lane, Pittsburgh 20, Pa.; I-CA; 1935 graduate of 
Hahnemann Medical College; interned at Shady- 
side Hospital in Pittsburgh; holds license in State 
of Pennsylvania; interested in group or associate 
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practice; married; age 51; available within few 
months after finding location. 

CREWS, ROBERT LEE, M.D., 5040th USAF 
Hospital, Anchorage, Alaska; OB-GYN; 1954 
graduate of Vanderbilt Medical School; interned 
at Univeristy of California Hospital in San Fran- 
cisco; served residency at Jackson Memorial, 
University of Miami in Miami, Fla.; holds license 
in states of Florida and Tennessee; military sta- 
tus — to be discharged July 1960; interested in 
private or associate practice; married; age 31; 
available July 1960. 

GRAY, CHARLES HELMAN, M.D., LL.B., 
2400 N. Dickerson St., Arlington, Va.; Admin or 
Medico-Legal; 1948 graduate of Stanford Uni- 
versity; interned at Highland-Alameda County 
Hospitals in Oakland, Calif.; served residency 
at St. Francis Hospital in San Francisco; holds 
license in State of California; fulfilled military 
obligations; interested in industrial or insurance 
practice, will consider associate or institutional 
practice; married; age 38. Available approxi- 
mately June 1959. 

GREER, WILLIAM EDWARD, M.D., Box 
54, Westfield, Ind.; Otolaryngology; 1953 gradu- 
ate of Indiana University School of Medicine; 
interned at Memorial Hospital in Phoenix; serv- 
iced residency at IUMC in Indianapolis, Ind., 
VA hospital in Dallas, Texas and USN Hospital 
in Bethesda, Md.; holds license in the State of 
Indiana; fulfilled military obligations; interested 
in group practice or partnership; married; age 
37. Available. 

HARRISON, WILLIAM S., M.D., 2623 Pitts- 
field Blvd., Ann Arbor, Mich.; J; 1953 graduate 
of the University of Oklahoma; interned and 
served residency at University Hospital in Ann 
Arbor, Mich.; fulfilled military obligations; holds 
license in states of Oklahoma and California; 
married; age 31; interested in clinic practice. 
Available Sept. 1, 1959. 

JOHNSTON, ROY E., M.D., 514B-7th Ave., 
Coralville, Iowa; S; 1954 graduate of the Uni- 
versity of Iowa; interned at Highland Park Gen- 
eral Hospital in Highland Park, Mich.; served 
residency at University Hospital in Iowa City, 
Iowa; holds license in State of Iowa; fulfilled 
military obligations; married; age 35; interested 
in group or associate practice. Available Jan. 1, 
1960. 

LOGAN, RICHARD S., M.D., 421 Wyola 
Road, Santa Barbara, Calif.; D; 1943 graduate 
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of Indiana University; interned at Gorgas Hos- 
pital, Ancon, Panama Canal Zone; served resi- 
dency at VA Center in Los Angeles; holds li- 
cense in states of Indiana, Illinois, Wisconsin 
and California; fulfilled military obligations; 
married; age 40; interested in clinic, assistant or 
associate practice. Available July 1, 1960. 

LYNCH, THOMAS A., M.D., 7009 N. 7th St., 
Tacoma, Wash.; R; 1950 graduate of the Uni- 
versity of Washington; interned at San Diego 
County Hospital; served residency at Baylor 
University Affiliated Hospitals in Houston, Tex- 
as; holds license in states of California, Texas 
and Washington; fulfilled military obligations; 
married; age 59; interested in group, associate 
practice or hospital radiology department. Avail- 
able — depending on circumstances of new posi- 
tion. 

SAMLER, JACOB D., M.D., 602 South 44th 
Ave., Omaha, Neb.; PN; 1954 graduate of the 
University of Nebraska; interned at Indianapolis 
General Hospital; served residency at Nebraska 
Psychiatric Institute in Omaha; holds license in 
State of Nebraska; fulfilled military obligations; 
married; age 28; interested in institutional prac- 
tice (possibly part time state mental hospital). 
Available Oct. 15, 1960. 

VESPA, RAYMOND, M.D., 959 - 21st St., Des 
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Moines, lowa; GS; 1951 graduate of the Univer- 
city of Illinois College of Medicine; interned at 
Research and Educational Hospital, University 
of Illinois; served residency at VA hospital in 
Des Moines; fulfilled military obligations; holds 
license in State of Illinois; married; age 36; in- 
terested in group or associate practice. Available 
June 1, 1959. 

WILLIAMS, THEODORE L., M.D., 1607 
New Jersey Ave., Apt. 3, New Castle, Del.; 
IND-D; 1934 graduate of the Colorado School 
of Medicine; interned and served residency at 
Denver General Hospital in Denver, Colo.; holds 
license in states of Colorado and Delaware; mar- 
ried; age 57; interested in clinic (if industrial), 
assistant or associate (dermatology) or medical 
director. Available immediately. 

WILLIS, JR., HENRY S. K., M.D., 4050th 
USAF Hospital, Westover Air Force Base, Mas- 
sachusetts; Aviation Medicine; 1952 graduate of 
Duke University School of Medicine; interned 
at Detroit Receiving Hospital, Detroit, Mich.; 
served residency School of Aviation Medicine, 
Randolph AFB, Texas; military status — current- 
ly on active duty. Original commission Jan. 
22, 1953; married; age 36; interested in industrial 
practice. Available within 12 weeks after decid- 
ing location. 
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NORTHERN ARIZONA MEDICAL 
SEMINAR 

ARIZONA STATE COLLEGE, FLAGSTAFF 
Visiting Lecturers 

Wiley Barker, M.D., associate professor of 
surgery, University of California at Los Angeles 
College of Medicine, Los Angeles, Calif. 

Byron E. Hall, M.D., associate clinical profes- 
sor of medicine, Stanford University College of 
Medicine; director, Cancer Chemotherapy Unit, 
Stanford University College of Medicine, San 
Francisco, Calif. 

Paul E. Teschan, M.D., director, Renal Re- 
search Unit, Brooke Army Hospital, San Antonio, 
Texas. 

Ralph Reis, M.D., professor of obstetrics and 
gynecology, Northwestern University College of 
Medicine, Chicago, Ill. 

Henry J. Silver, M.D., professor of pediatrics, 





University of Colorado College of Medicine, 
Denver, Colo. 


Program 

AUG. 6: 

9:30 - 10 Registration 

10 - 10:30 Recognition of Surgically Correct- 
able Arteriosclerosis. Dr. Wiley Barker. 

10:30 - 11 Use of Hormones in Obstetrics and 
Gynecology. Dr. Ralph Reis. 

11 - 11:45 The Child Who is Too Short. Dr. 
Henry J. Silver. 

11:45 - 12:15 Question period. 

12:30 - 2 Luncheon and Round Table discus- 
sion. 

2:15 - 2:45 Modern Management of Leuke- 
mias and Lymphomas. Dr. Byron Hall. 

2:45 - 3:30 Management of Anuria. Paul 
Teschan, M.D. 


3:30 Discussion period. 
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AUG. 7: 

10 - 10:30 Surgical Treatment of Arteriosclero- 
sis. Dr. Wiley Barker. 

10:30 - 11 Management of Prolonged Labor. 
Dr. Ralph Reis. 

11 - 11:45 Chemotheropeutic Management of 
Metastatic Solid Tumors. Dr. Byron E. Hall. 

11:45 - 12:15 Question period. 

12:30 - 2 Luncheon and Round Table discus- 
sion. 

2:15 - 2:45 Recent Developments in Diseases 
of the Newborn. Dr. Henry J. Silver. 

2:45 - 3:15 Modern Concepts in The Manage- 
ment of Urinary Infections. Dr. Paul Teschan. 

3:15 - 3:45 Disaster Planning. Dr. Wiley Bar- 
ker. 

3:45 Discussion. 

General Notices 
PLACE — 

All meetings will be held at the auditorium of 
the Arizona State College at Flagstaff. 
REGISTRATION — 

Registration booths will be maintained in the 
foyer outside the auditorium at the Arizona State 
College. A fee of $20 will be charged. This will 
entitle the registrant to two luncheon meetings, 
the general meeting and will pay the greens fee 
of those wishing to play golf at the Coconino 
Country Club. 

ENTERTAINMENT — 

Registrants will have the privilege of playing 
golf at the Coconino Country Club. This new 
golf course has grass greens and fairways. It has 
been opened for the first time this year. 

For The Ladies — Trips are being provided to 
Grand Canyon, Oak Creek Canyon, Sedona and 
the Red Rock country. 

An informal cocktail party, dinner and dance 
will be held Friday, Aug. 7 at 7 p.m. at the 
Monte Vista Hotel. Tickets will be available at 
the registration desks. 
13TH ANNUAL ROCKY MOUNTAIN 

CANCER CONFERENCE 
Denver, July 22-23, 1959 
Co-sponsored by Colorado State Medical Society 
and Colorado Division of the American Cancer 
Society. No registration fee. 

Hotel space has been reserved at the Brown 
Palace Hotel for physicians and their families 
attending this conference. Please write to the 
hotel for your reservations. Address: Brown Pal- 
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ace Hotel, Denver 2, Colo. 

Should you desire motel space, address in- 
quiries to Cancer Conference, 835 Republic 
Building Denver 2, Colo. 

Program 
WEDNESDAY, JULY 22, 1959: 
Morning: 

Symposium on Cancer of the Colon. Partici- 
pants: Benjamin Castleman, M.D., Walter Pal- 
mer, M.D., Eugene P. Pendergrass, M.D., J. Gar- 
rott Allen, M.D. 

Noon: 

Round table luncheon. 
Afternoon: 

Chemotherapy of the Leukemias and Lym- 
phomas. Edward N. Reinhard, M.D. 

Tumors of the Thymus Gland. Benjamin Cas- 
tleman, M.D. 

Louis T. Orr, M.D. (subject not announced ). 
Evening: 

Banquet — Brown Palace Hotel. Mr. Jeff Wil- 
liams, Speaker. 

THURSDAY, JULY 23, 1959 
Morning: 

Symposium on Anemias in Cancer. Partici- 
pants: J. Garrot Allen, M.D., Edward H. Rein- 
hard, M.D., Benjamin Castleman, M.D. 

Noon: 

Round table luncheon. 
Afternoon: 

Carcinoma of the Stomach. Walter Palmer, 
M.D. 

Evaluation of Treatment of Carcinoma of the 
Breast in its Total Pattern. J. Garrott Allen, M.D. 

Advances in Cancer Research and Control. 
James R. Heller, M.D. 

Eugene P. Pendergrass, M.D. (subject not an- 
nounced ). 

Adjourn. 


25TH ANNUAL MEETING 
of the 
POSTGRADUATE MEDICAL 
ASSEMBLY 
of South Texas 
July 20, 21, 22, 1959 
Monday through Wednesday 
Executive Office: 412 Jesse H. Jones Library 
Building, Houston 25, Texas 


REGISTRATION: 
The registration fee of $25 includes all fea- 
tures — scientific sessions; scientific exhibits; 
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technical exhibits; medical motion pictures . 
plus three luncheons in the Shamrock-Hilton’s 
beautiful Emerald Room and the ladies’ fashion 
show and tea and the dance and floor show. If 
you don’t choose to attend the dance and floor 
show, the registration fee is $20. 


UNIVERSITY OF COLORADO 
MEDICAL CENTER 
Third Annual Postgraduate Course on 
THE PREVENTION AND MANAGEMENT 
OF ATHLETIC INJURIES FOR THE TEAM 
PHYSICIAN 
AUG. 10, 11, 12, 1959 
FUTURE POSTGRADUATE COURSES: 
June 15-19, 1959, Special Topics in Internal 
Medicine. 
July 6-8, 1959, Obstetrics and Gynecology. 
July 6-9, 1959, Opthalmology (Aspen, Colo.) 
July 16-18, 1959, Dermatology For General 
Practitioners. 
Aug. 17-21, 1959, Western Cardiac Conference 
Sept. 3-8, 1959, Pediatrics (Estes Park, Colo.) 
Oct. 30-31, 1959, Cardiopulmonary Disease 
Seminars. 
Jan. 11-16, 1959, General Practice Review. 
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SECOND ANNUAL POSTGRADUATE 
REFRESHER COURSE 
University of Southern California School of 
Medicine 
HONOLULU 
and on board 
THE SS LURLINE 
July 29 - Aug. 15, 1959 

REGISTRATION: 

Please mail check made payable to the Uni- 
versity of Southern California, and this applica- 
tion form to Director, Postgraduate Division, 
USC School of Medicine, 2025 Zonal Avenue, 
Los Angeles 33, Calif. All applicants must pos- 
sess an M.D. degree. (For travel arrangements, 
also complete registration coupon and send to 
FitzPatrick Travel Service. ) 

NAME 


(City ) 
Eo ies ann Sisk wget Meseaee eRe 
Type of Practice 

[] Tuition — $125 for complete course 
(island and ship) 
] Tuition — $100 for island portion of course. 
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REFRESHER COURSE 
DERMATOLOGY FOR GENERAL 
PRACTITIONERS 
July 16, 17, 18, 1959 


AMERICAN CANCER SOCIETY — 


ARIZONA MEDICINE 








July, 1959 


The University of Colorado School of Medicine, 
Division of Dermatology of the Department of 
Medicine. The Office of Postgraduate Medical 

Education and Fitzsimons Army Hospital. 























Date Meeting Place 
July 1959 
22-23 Rocky Mountain Cancer Conference Brown Palace Hotel, Denver, Colo. 
23-30 International Congress of Radiology Munich, Germany 
August 1959 
4-7 International Association of Laryngecto- _ Penn Sheraton, Pittsburgh, Pa. 
mees 
10-13 National Medical Association Detroit, Mich. 
24-27 American Hospital Association Statler Hotel, New York City 
30-Sept. 4 World Conference on Medical Education Palmer House, Chicago, Ill. 
September 1959 
6-12 College of American Pathologists Palmer House, Chicago, IIl. 
7-12 World Medical Association Montreal, Canada 
11-12 International Congress on Air Pollution New York City 
13-17 International College of Surgeons Palmer House, Chicago, Ill. 
14-18 American Dental Association New York City 
28-Oct. 2 American College of Surgeons, Clinical Hotel Traymore, Atlantic City, N. J. 
Congress 
October 1959 
2-3 American Medical Writers’ Assn. St. Louis, Mo. 
19-23 American Public Health Association Convention Hall, Atlantic City, N. J. 
23-27 American Heart Association Annual Bellevue Stratford, Philadelphia, Pa. 
Meeting 
26-28 National Rehabilitation Association Boston, Mass. 
November 1959 
19-21 ACS Scientific Review Committee — 
“Role of Viruses in Cancer” Westchester Country Club, Rye, N. Y 
December 1959 
1-4 American Medical Association 
Clinical Meeting Dallas, Texas 
2-5 American Public Welfare Association 
National Biennial Roundtable Conference Statler Hotel, Washington, D. C. 
February 1960 
28-March 3 American College of Surgeons, 
Four-day Sectional Boston, Mass. 
March 1960 
13-18 National Health Council Miami, Fla. 
17-19 American Radium Society Caribe Hilton Hotel, Puerto Rico 
28-31 American Academy of General Practice —_ Philadelphia, Pa. 
April 1960 
4-8 American College of Physicians Mark Hopkins and Fairmont Hotels, 


San Francisco, Calif. 
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“It is concluded that 
the addition of 
buffering agents to 





acetylsalicylic acid in 
the concentrations used 
_ gerves no clinically 


detectable useful purpose” 


'Sadove, MaxS. and Schwartz, Lester: An Evalua- 
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Nonbuffe: 2 Materi: al Used— Bayer® Aspirin. 


Spr i we er rs ——EE 


; 
wet th anne a canes sat J 





? eofe 
,— Ss Auxiliary 


FEDERAL LEGISLATION 


i ORTUNATELY, legislation does not of- 
fer immediate results which can be tabulated 
monthly or even yearly and, therefore in some 
cases, we must renew our interests and efforts 
in regard to the same bills year after year. We 
cannot afford to let our guard down and thereby 
be caught “asleep at the switch” so to speak. It 
probably does seem to many that it is useless, or 
at least a duplication, to write letters to our sen- 
ators and representatives on these same bills 
time and time again; however, a bill stays alive 
through the two-year term of a congress, but if 
it is not passed upon in that time, it must be re- 
introduced and start the whole legislative pro- 
cedure over again. Such is the case with two of 
the most important bills before this 86th con- 
gress in which the American Medical Association 
is most vitally interested. They are the Keogh- 
Simpson (formerly Jenkins- Keogh and the same 
bill) HR 10 and the Forand bill — HR 4700. 

The Keogh-Simpson bill would permit a self- 
employed person to deduct, from adjusted gross 
income, 10 per cent of net earnings from em- 
ployment, or $2,500 annually, whichever is the 
lesser, providing the money is placed in a re- 
stricted retirement fund. Maximum lifetime set- 
aside could not exceed $50,000. The bill also 
would allow additional deductions for persons 
50 years or older at time of passage, and pro- 
vides a tax penalty if money is withdrawn prior 
to the established date. The recipient would pay 
his deferred income tax on the money when re- 
ceived in the form of retirement payments. 

This bill was passed by the house of repre- 
sentatives on March 16, by a two-thirds majority 
vote, and sent to the senate where there will be 
hearings before the senate finance committee. 
At this time, no date has been set for these hear- 
ings. It might be well to be aware of and review 
some of the pros and cons of this legislation. 

The biggest objection comes from the treas- 
ury department, which, though admitting that 
the self-employed are discriminated against with 
respect to tax easement for retirement plans, is 
not exactly anxious to let any tax funds escape 
at the present time. 

Under the present law, corporations need not 
pay taxes on money put into retirement plans 
for their employes, but the self-employed are 
denied this advantage. 


The Forand bill — HR 4700 — would amend 
the Social Security Act and the Internal Reve- 
nue Code by adding health insurance benefits to 
the old-age and survivors insurance system and 
by raising social security taxes. The custom of 
amending the Social Security Act biennially, 
just in time for elections, is pretty well estab- 
lished. This is a law that buys many votes, as it 
puts cash benefits into the hands of voters, 
which, though not free, are at least paid for in 
full or even in large part by the recipients. It 
buys votes and provides federal jobs at the same 
time. Therefore, you may be assured that you 
will hear more of this bill in the next year. 

The American Medical Association, and other 
related groups, have formed a Joint Council to 
Improve the Health Care of the Aged, and are 
spending time and money in an educational ef- 
fort to support the voluntary system of health 
service in this nation. It might be well for us, as 
auxiliary members, to let our friends know that 
the medical profession is keenly interested in 
improving the health care of the aged and are 
working very diligently toward this end. Some 
insurance companies and Blue Cross and Blue 
Shield organizations in Arizona and other states 
have hospitalization and surgical plans for those 
over 60. This is a step in the right direction and 
let us hope that more health plans will be made 
available for them, so that legislation like the 
Forand bill will not be necessary. 

This bill, which has been introduced in this 
86th congress, has been referred to the ways and 
means committee. No date has been set for the 
hearing, as yet, and any delay in this legislation 
is encouraging, as it gives the medical profession 
and insurance industry more time to work on 
these health plans mentioned above. 

If this legislation were to pass, those persons 
in the high income brackets, who are under so- 
cial security, would enjoy health benefits as well 
as those who are in the low income brackets. 

These are the most important bills before the 
legislature at the present time and we will un- 
doubtedly be called upon to lend our support in 
the very near future, so when your legislative 
chairmen request action, please co-operate and 
send those communications. They are most im- 
portant to our future and to that of our children. 

MRS. PAUL S. CAUSEY 
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